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OUR PURPOSE describe practical system 
for the determination water, sodium, and 
needed potassium balance, and indicate how 
such easily obtained balance data may used 
determine the water and electrolyte require- 
ments moderately and seriously ill patients. 
this paper shall not attempt discuss the 
whole problem fluid and electrolytes and the 
many interesting situations which arise involving 
them. particular shall leave out the whole 
field acid-base balance except state that 


acid-base upsets are usually secondary the 


over-all water and salt balance, and seldom de- 
velop the patient who receives prompt fluid 
and base replacements indicated daily 
balance sheet. 

ant think terms balance. not 
believe that repeated estimations serum levels 
sodium and potassium can relied upon 
tell when administer these ions and 
what quantity. Determination serum sodium 
and potassium levels much quicker and easier 
than formerly and have done thousands 
them, but our experience they are times 
not only valueless but actually misleading. When 
the concentrations vary the expected direc- 
tion, they give quantitative information about 
the excess deficiency. There are several rea- 
sons for this: 


The fluid spaces containing these ions 
not have fixed volumes; mere concentrations, 


*From the Department Medicine, University Toronto, 

and the Department Biochemistry, St. Michael’s Hos- 

pital, Toronto. 
Expenses connected with the construction the weigh- 

ing scale were defrayed National Research Council 
grant. 
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therefore, may not give estimation the 
total amount any particular ion one com- 
partment, e.g. when present when 
extracellular dehydration exists. 

The sodium and potassium ions are not 
always distributed among the different fluid 
spaces those proportions which are charac- 
teristic health, and thus the levels measured 
one space (plasma) not tell anything 
about the levels another space (cells); e.g. 
during phase sodium loading, frequently 
seen after operation trauma, the serum 
sodium characteristically low although the 
sodium balance positive. Also serum potassium 
levels may remain within normal limits while 
cellular potassium deficiency slowly de- 
veloping. 

quite-possible that altered levels 
certain electrolytes the extracellular space 
represent their most desirable level for given 
set circumstances. may more harm than 
good try change these levels precon- 
ceived “normal” values without removing the 
basic cause for their alteration. example 
have often found rather low serum sodium 
levels (below 130 debilitated 
patients maintained intravenous therapy for 
some time. This level not raised moderate 
infusions physiological saline although the salt 
temporarily retained. the patient begins 
recover, the serum sodium rises normal levels 
without specific treatment. 

some cases the usual blood chemical values 
will not deviate from normal until the loss 
fluid and electrolytes becomes severe. This 
because the body tries maintain the composi- 
tion the extracellular fluid long can, 
making sacrifices volume and some cellular 
constituents so. the other hand, daily 
balance sheets may indicate the need for more 
less fluid and salt long before clinical signs 
and symptoms manifest themselves, i.e. before 
exhaustion the regulating mechanisms; for 
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FLUID BALANCE SHEET 


DATE 


DRAINAGE 


URINE 


FL. BAL. 
CUM. BAL. 


SAL. BAL. 
CUM. BAL. 


Por. BAL. 
Cum. BAL, 


SODIUM FACTORS CONVERT TO C.C. OF NORMAL SALINE ON BASIS OF SODIUM CONTENT. 


POTASSIUM FACTORS ARE M.EQ./1. 


ESTIMATED REQUIREMENTS FOR NEXT 24 HOURS 


CLINICAL 
TONGUE 


TOTAL FLUID 


LOCAL 
GENERALIZED 
RALES 

MUSCLE 


Fig. 


example, regularly note this system 
negative fluid balance 12-24 hours before the 
kidneys respond with sharp drop the 
volume urine. 

the administration fluid and salts, easily 
and quickly maintained this method that 


becomes little dull. There are not 


many opportunities for the dramatic rescue 
patients from extreme deficiencies water, 
sodium and potassium. postoperative patient 
suddenly does poorly, few minutes with the 
balance sheets will show whether electrolyte 
disturbance responsible. Having suspected the 
truth these statements seven years ago, 
embarked program which had three main 
objectives: 


SALINE 


develop daily balance sheet for the 
chart. 


teach the hospital medical and nursing 
staff how use the sheet and convince them 
the value doing so. 


develop simple method for the deter- 
mination sodium urine and gastro-intestinal 
fluids that daily sodium balances could 
measured rather than chloride balances. (The 
desirability obtaining sodium balances 
opposed chloride balances discussed below. 


BALANCE SHEET 


satisfactory sheet has been evolved and 
reproduced Fig. arrived its present 
state after many changes and may altered 


q 
WARD 
INTAKE 
VISIBLE 
SEAT 
INTAKE OUTPUT 
FLUOD 
c.c. 
SYEBALLS 
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again. However, stands has proven 
useful record for the determination daily 
balance. Each sheet for one day. The top 
section for the use the nursing staff. There 
are three lines spaces because there are three 
shifts nurses. Thus each nurse responsible 
only for the intake and output during her own 
time duty. These spaces, course, contain 
the vital information and system calcula- 
tion can yield results more reliable than the 
accuracy the basic figures. More will said 
about this part the system later. 
means distilled water containing glucose, 
does most the saline that given. 
extra space provided each side for the 
charting fluids which may gained lost 
the less conventional routes. 


The output urine, gastric suction fluid, 
wound drainage and liquid stool charted for 
each eight-hour period. These different fluids are 
collected separate bottles, usually the 80- 
oz. size. great help the nurses these 
bottles are graduated. 10-c.c. aliquot from 
each 24-hour collection sent the laboratory, 
for sodium estimation every morning. For the 
average patient this means one 
determinations day, although occasionally 
man the person responsible for the care 
the patient, its proper place the middle 
section. the output side some the figures 
must estimated. Insensible water loss from 
skin and lungs commonly taken 1000 ml. 
dependent many factors, including body 
surface and the presence absence fever 
and hyperventilation. Actually this figure often 
too high, and patients with anuria, pulmonary 
cedema may brought the 1000 ml. figure 
rigidly adhered to. Talbot have recently 
estimated the daily water requirement the 
adult anuric patient 400 ml./sq. metre body 
surface area/day. This would amount 660 ml. 
for the adult and 820 ml. for the 220- 
Ib. person. They have, course, allowed 
for endogenous production water oxida- 
tion amounting 250 ml./sq. metre/day. The 
estimation visible sweat presents real prob- 
lem which there adequate solution. Our 
nurses each shift record terms pluses, 
and the physician, seeing the plus marks, asks 
the questions necessary for him make 
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reasonable estimate the loss. should ask 
about the pillow and the bedding. Did they 
have changed and how often? Was the 
sweating continuous intermittent? Table 
are some values which obtained adding 
water standard bedding and which can 
used rough guide. Some allowance for 
sweating better than none all, and very 
often the urine volume that day will reflect 
the accuracy the estimate. 


TABLE 
Hospital Gown 
Damp contains water 
Soaked contains 150 water 


Draw sheet and top sheet 


Moderately wet contains about.......... 100 water 
Soaked contains about.................. 200 water 
Pillow case 


Over rubber—15 inch ring contains about. water 
Over pillow—15 inch ring contains about.. water 


Draw sheet wet place (e.g. urine) 


inch ring equivalent to............... water 

inch ring equivalent to............... 150 water 

inch ring equivalent 300 water 

Note:—None these values takes evaporation into 
account. 


Where water intake must accurate, for 


example during the anuric and oliguric phase 
acute tubular necrosis, daily weighing the best 
guide. attempt should made maintain 
weight one anticipates daily loss 
approximately one-half Ib. due tissue oxida- 
tion. suitable weighing scale described 
below. 

Subtraction the total output from the total 
intake yields the fluid balance c.c. cumu- 
lative balance kept adding each day’s 
balance the previous day’s cumulative balance. 

Immediately next the fluid column each 
side the middle section narrow space for 
the sodium factors. Each factor when multiplied 
the volume fluid will give the saline equiva- 
lent c.c. saline, or, stated another way, 
the c.c. saline which will contain the same 
amount sodium the volume the fluid 
question. This factor obtained dividing 
the salt content the fluid (NaCl based 
sodium content) the salt physiological 
saline (8.5 per Some these factors 
are known constants and are printed the 
sheet. Others have determined sodium 
analysis because they are variable, and these are 
charted the laboratory technician about noon. 
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WARD 


INTAKE 


URINE 


FL, 
CUM. BAL. 


SAL. BAL. 


CUM. BAL. 
POT. BAL. 
CUM. BAL. 
SODIUM FACTORS CONVERT C.C. SALINE BASIS SODIUM CONTENT. 
STATE TOTAL FLUID SALINE 
CONFUSION 
Fig. 


When these saline equivalents have been ob- 
tained, the saline balance may calculated 
exactly the same way the fluid balance. The 
result expressed c.c. saline rather than 
mEq. because the c.c. saline still the 
therapeutic unit most hospitals. 

the right the saline equivalent column 
another narrow column headed factor, 
which can entered the number mEq. 
potassium per litre fluid. Some these have 
known average values and are printed the 
sheet. Other fluids such urine and large bowel 
contents vary over wide limits, and here the 
flame photometer may necessary. the case 
fluid from the large bowel, where the sodium 


high usual find the potassium low. 
Each potassium factor when multiplied the 
volume fluid litres will give the potassium 
content milliequivalents, which entered 
the last column each side. When estimate 
potassium balance felt necessary, these 
last two columns may compared. The balance 
this case expressed mEq. since the 
therapeutic unit. 


REQUIREMENTS 


Consider the balance sheet reproduced Fig. 
The totals show that this patient did not re- 
ceive enough fluid but did receive generous 
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supply salt. correct this deficit 800 c.c. 
and encourage somewhat higher urine out- 
put, should receive approximately 4400 c.c. 
fluid during the next hours. Included 
this figure are estimates cover anticipated 
losses suction fluid, drainage and insensible 
sweat, based what took place during the 
hours just passed. The addition shown the 
lower section under estimated requirements for 
the next hours. 


calculate how much this fluid should 
the form saline our reasoning would 
proceed somewhat follows. The extrarenal 
saline losses will probably the order 800 
c.c. (they were actually 860 c.c. during the last 
hours). The equivalent 610 c.c. saline 
was lost the urine, but not necessary 
replace all this, since most cases repre- 
sents salt that can spared. Exceptions this 
rule are patients with salt-losing nephritis 
adrenal cortical insufficiency. Unless tendency 
sodium loading present, allow for about 
200 c.c. saline excreted the urine. 
The total 1060 c.c. shown the lower 
right-hand corner under estimated requirements. 

rough approximation the potassium losses 
can made assuming average low figure 
for the gastro-intestinal fluids and 
the same figure minimum value for the 
urine. these values were applied Fig. 
the minimum loss roughly and one 
mEq. ampoule potassium chloride added 
the intravenous infusion should sufficient 
prevent development potassium insuffici- 
ency. One would not hesitate give three 
four ampoules potassium chloride the losses 
potassium depletion thought exist. Potassium 
depletions usually result from prolonged 
period (more than three days) potassium loss 
with potassium intake. 

The ease and speed with which this type 
calculation can made undoubtedly the 
greatest advantage offered this type bal- 
ance sheet. The estimates have basis fact, 
and they not turn out entirely 
accurate, will shown the next day’s 
ance figures. Sometimes the calculated fluid 
requirement adds surprising total 
litres. Unless possession the hard 
facts, most clinicians would very loath 
prescribe such large amounts fluid, especially 
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older patients, and suspect that before 
records this type were kept, some our 
patients did not receive the fluid they needed. 


TEACHING 


obvious that the intelligent co-operation 
large number people, especially nurses, 
required for the working system such 
this. The system itself simple and once estab- 
lished runs well, but cannot denied that 
the start good deal natural resistance 
change must overcome. 

One begins the educational program 
with the probationers their biochemistry lec- 
tures. The over-all aspects water and salt 
balance form good background any 
against which describe and integrate the 
functions the heart, the kidneys, and the lungs. 
The significance the type and amount in- 
travenous fluids follows naturally, and the chart- 
ing intake and output becomes meaningful 
duty. 

With the graduate nursing staff, explanations 
and encouragement have taken great deal 
time, and for this are particularly indebted 
the housemen who have, various times, been 
associated with the project. Many supervisors 
and senior nurses now feel much better 
the charting intake and output. They tell 
that very little more work required than 
before, but that with the increased emphasis 
this phase their work, records are much 
more reliable and complete than formerly. 

the beginning each intern year the sys- 
opportunity for them learn think, where 
fluids and electrolytes are concerned, quan- 
titative basis. chance for them, too, see 
patients who are actually making some the 
adjustments that they have been 
told about their lectures, e.g. the patient who, 
receiving saline, excretes more sodium than chlor- 
ide (Fantus counterbalance his loss 
free acid the Wangensteen 
suction fluid. This approach therapy 
for them direct and full common sense 
that allows them, often for the first time, 
come grips with the fluid and elec- 
trolyte balance, and their progress this field 
therefore much faster. 
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Cost 


This not, expensive system, since the 
sodium estimations can done for one dollar 
each. Thus the average surgical patient from 
whom sample urine and sample Wan- 
gensteen drainage fluid are sent the laboratory 
each morning will charged two dollars per 
day. This hardly compared with the 
enormous laboratory bills that accumulate when 
serum concentrations several constituents are 
used attempt obtain the information. 
approved and distributed the Col- 
that the following tests carried out preopera- 
tively patients undergoing elective major 
surgery: sodium, potassium, chloride, CO,, pH, 
non-protein nitrogen, sugar, total 
protein and albumin/globulin ratio, calcium, 
eosinophil count urinalysis. 
hospital these would cost the patient $37.00. 
further recommended that many these tests 
repeated the first postoperative day and 
intervals thereafter. clinicians allow them- 
selves misled this sort nonsense, they 
have only themselves blame. Later the 
same booklet suggested that the interests 
reducing costs (indeed!) the urine mixed 
with the other fluids lost and that single speci- 
men sent the laboratory for the estimation 
sodium, potassium and chloride, implying 
that the renal and extrarenal losses these ions 
have the same significance. knowledge 
urine sodium content often very useful, and 
this sodium, contrast that lost extrarenal 
routes, does not usually have replaced. 
the booklet’s suggestion were followed, the un- 
fortunate patient who for any reason found 
himself with excess salt would never 
able get rid it. 


METHOD FOR DETERMINATION SODIUM 


rapid method for determining urinary 
sodium has already been published one 
simple, does not require flame 
photometer, and lends itself parallel deter- 
minations. can also applied gastro-intes- 
tinal fluids with sufficient accuracy for the pur- 
pose. the urine calibration curve used, 
sodium values obtained gastro-intestinal fluids 
tend little high. About estimations 


can made one hour. 
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Sodium determinations are, believe, pref- 
erable chloride determinations although 
many instances the balances are parallel and 
either one will yield approximately the same 
information. Where the losses are chiefly from 
the stomach, the chloride loss frequently exceeds 
the sodium loss. From the small bowel the re- 
verse usually true. There are times when 
comparison the sodium and chloride losses 
will particularly instructive. For example, 
under conditions where sodium enters the cells 
the event may escape notice one relies 
chloride balance alone. 


Wuo SHOULD FLUID BALANCE? 


This controversial question and there are 
two schools thought even our hospital. 
Some think that only those patients who are 
seriously ill and have already deviated from 
their expected convalescent course require this 
additional care. Others believe that any patient 
whom fluid and electrolyte imbalance might 
occur should “fluid balance”. have 
always favoured the latter opinion. would 
place “fluid balance” all medical surgical 
patients who have any significant amount 
extrarenal electrolyte loss. commonly include 
certain patients with heart failure, with eclamp- 
sia, most cases ureteral transplants 
and head injuries. 

The system particularly useful handling 
the unconscious patient, and the one acute 
renal failure with oliguria anuria. Finally, 
should emphasized again that there much 
teaching value which illustrated the 
metabolic response the ordinary surgical 
patient followed this manner and which 
not brought light sporadic estimations 
the concentrations the various ions the 
serum. 


WEIGHING THE PATIENT 


not always possible weigh sick patients 
the conventional methods, although some 
cases serial determinations body weight, 
index fluctuations total body water, 
would most helpful. We, therefore, have 
modified ordinary factory hydraulic lift truck 
and made our own weighing scale,* similar 


*The truck was made the Company, 


960 Avenue, Toronto, for $500.00. The spring 
scale was obtained from the Scale Company Limited, 
2920 Bloor Street West, Toronto, for $88.00. 
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Fig. 
one seen the laboratory Dr. Roy Bonsnes 


the New York Hospital. With this machine 
possible weigh bed patients without any co- 


Fig. 
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operation their part. The patient suspended 
inch (173 cm.) reinforced aluminum pan 
which inches (45 cm.) wide. The guy 
wires from the spring scale are attached 914 
inches from the head end and inches from 
the foot end. The patient placed the alumi- 
num pan before the guy wires are attached. The 
spring scale Chatillon Dynamometer Model 
7290 with capacity 300 pounds. Figs. 
and demonstrate the scale. 


THINKING AND RECORDING 


Every now and again some patient’s fluid bal- 
ance sheets not seem tally with his clinical 
state. Sometimes the error one interpreta- 
tion. Many patients are not balance when the 
records are started; when they are brought back 
normal state hydration, their cumulative 
balance will positive negative, depending 
whether they were formerly dehydrated 

There tendency forget, too, that those 
patients who are unable come into positive 
caloric balance over period weeks, become 
smaller and smaller patients. The cumulative 
balances may actually negative because the 
fluid spaces have become smaller. 

More frequently, however, there error 
recording either the intake the output 
both, but just where not always evident. Over 
the years many the sources error have been 
run earth. The following are examples: 

Litre bottles intravenous fluids. contain- 
ing 1100 c.c. 

500 bottles blood plasma con- 
taining 600 c.c. 

Wound drainage into pads overlooked be- 
cause did not actually yield fluid level 
bottle. 

Sips mouth rinsing repeated often 
add 1000 c.c. per day. 

Failure make entry. There are times 
when space which has been left blank the 
nurses’ section the sheet difficult inter- 
pret. omission should read zero? 
avoid this source error request that the 
figure inserted where the intake output 
during the shift nil. 

gross error the nurses’ accounting 
the i.v. intake. order make easier 
check back the nurses’ notes, now insist 
that each bottle numbered put and 
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that each bottle referred number there- 
after. 


SUMMARY 


actual losses water, sodium and, when needed, 
potassium are measured and used determine 
patients’ requirements for these substances. 

The most important feature daily sheet 
which shows separately balances for water and 
electrolytes. becomes part the patient’s 
hospital history. 

This sheet particular help because 
provides factual basis for treatment, and aids 
the early detection errors treatment. 

With the introduction this system the 
nurses’ charting intake and output becomes 
more reliable they see that treatment 
based their records. 

The cost low, partly because there are 
fewer laboratory procedures and partly because 
the use simple inexpensive method for 
the determination sodium body fluids. 

weighing scale which suitable for the 
serial weighing bed patients described. 
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RESUME 

détermination taux des électrolytes sérum, 
d’aprés est loin d’apporter les précisions néces- 
saires d’un bilan. besoin rem- 
placement fait souvent sentir longtemps avant que les 
perturbations dans électrolytes 
deviennent manifestes, justement cause mécanisme 
naturel défense tendant maintenir 
milieu intérieur. Les pertes liquides sont réparties 
urine, aspiration gastrique, écoulement des plaies selles 
diarrhéiques, inscrites aux huit heures les échantillons 
sont recueillis dans correspondant 
chaque specimen, aux vingt-quatre heures. Une 
mination quotidienne sodium est faite sur pré- 
lévement dix cc. chaque bouteille. perspiration 
que évalue mille par jour atteint 
rarement chiffre. L’évaluation clinique trans- 
piration, tenant compte fiévre sil lieu, est 
encore moyen plus d’arriver une conclusion 
pratique. Les ingesta doivent aussi étre fidélement en- 
registrées. pesée quotidienne malade est une 
méthode commode vérifier ces chiffres. teneur 
sodium des deux colonnes bilan rend compte 
sodique. méthode peut s’appliquer égale- 
ment potassium. Malgré simplicité, 
systéme est souvent butte des obstacles dont 
moindre n’est pas certains esprits 
adopter une nouvelle méthode. collaboration des 
est encore d’indoctriner les éléves gardes-malades 
début leur stage d’entrainement. 

Les internes doivent aussi plier cette discipline. 
l’on songe détermination sodium peut étre 
faite laboratoire pour prix d’un dollar, rendra 
méthode rendant inutile répétition quotidienne d’une 
foule d’autres déterminations souvent plus dispendieuses. 
Dans certains milieux hospitaliers cette méthode s’appli- 
que routine tous les malades chez qui soup- 
conne une perte électrolytique extra-rénale. L’auteur 
termine énumérant les erreurs les plus communément 


OBSTRUCTION THE LACRIMAL 
DRAINAGE SYSTEM: TREATMENT 
AND 


THE PATIENT who complains persistent tear- 
ing, with without discharge swelling 
the region the lacrimal drainage system, pre- 
sents diagnostic and therapeutic problem. 
When has been determined that the symptoms 


*Read before the Section Ophthalmology, Academy 
Medicine, Toronto, February 27, 1956. 

the Department Ophthalmology, University 
Toronto. 

regret record the death, February 1957, 
Dr. Hall. obituary notice appeared 
March (p. 518). 


are due obstruction drainage from the 
lacrimal sac, two types surgical procedure 
may used—excision the sac, the creation 
fistula from the sac the nose. 

This paper will review the preoperative con- 
dition and postoperative results group 
patients treated dacryocystectomy and 
patients treated dacryocystorhinostomy the 
Toronto General Hospital the period 1945 
1955. The all the dacryocystec- 
tomy and dacryocystorhinostomy cases from the 
outpatient department eye clinic for which ade- 
quate records could found, and five private 


dacryocystorhinostomy cases which were in- 


cluded provide more numerically comparable 
groups for the two procedures. 
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ANATOMY LACRIMAL DRAINAGE APPARATUS 


The upper and lower puncta are apertures 
situated the lacrimal papilla the junction 
the ciliary and lacrimal portions the lids. 
The normal punctum visible only when the 
lid everted. Each canaliculus consists 
mm. vertical portion and mm. horizontal 
portion, which enters the lacrimal sac 2.5 mm. 
from its apex. The lacrimal sac placed the 
lacrimal fossa, formed the lacrimal bone and 
frontal process the maxilla. The sac and fossa 
slope backwards degrees and slightly 
outwards. The nasolacrimal duct the continua- 
tion downwards the lacrimal sac and five- 
eighths inch (1.55 cm.) length. passes 
backwards, outwards and downwards and opens 
the inferior meatus the nose. Numerous 
so-called valves have been described the 
duct but they are simply folds mucous mem- 
brane with valvular function. The most con- 
stant these the valve Hasner the 
lower end which represents the remains the 
fetal septum. 


INVESTIGATION THE PATIENT (Adapted from 


The investigation the patient prime 
importance management and should deter- 
mine the presence absence obstruction 
insufficiency the lacrimal drainage apparatus. 
The various steps the investigation may 
summarized follows: 

Schirmer’s test rough guide the 
presence absence excessive lacrimation. 

Inspection the position the puncta. 

Pressure over the sac determine whether 
any mucus pus regurgitated, indicating 
obstruction. 

Instillation coloured fluid (fluorescein 
Argyrol (silver into the conjunc- 
tival sac, its appearance the nose indicating 
patency the passage. 

Syringing the lacrimal sac. 

Probing the lacrimal passage. The site 
any resistance indicates the location obstruc- 
tion present. 

Radiological examination radiography 
the bony canal and radiography the mem- 
branous passages after injection 
opaque substance such Lipiodol. 

nasal examination for obstruction, neo- 
plasm, atrophy, infection reflex irritation. 
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limit the scope this paper, the 
obstruction and infection the lacrimal drain- 
age system children has not been considered. 
Having determined the investigation just 
outlined that the case one obstruction 
the drainage from the lacrimal sac, rather than 
one everted punctum, canaliculitis, obstruc- 
tion the canaliculi nasal disease, may 
now consider the methods treatment. 

attempt may made restore 
the function the lacrimal drainage system 
probing and the treatment infection ap- 
propriate antibiotics, but apparent from 
study the hospital records that this infre- 
quently productive lasting relief; many the 
patients who came operation had had re- 
peated probings, many one case. 
Some more radical procedure would therefore 
seem indicated the symptoms war- 
rant treatment and are unrelieved one 
two probings. The choice lies between dacryo- 
cystectomy and dacryocystorhinostomy. 

Dacryocystorhinostomy recommended 
the procedure choice most standard text- 
books ophthalmic surgery and most writers 
the current literature. Iliff? states that dacryo- 
cystorhinostomy applicable 95% cases 
obstruction. states that the treatment 
congenital and acquired epiphora secondary 
obstruction the nasolacrimal duct 
successful that surgeon now almost never 
justified extirpating the tear sac. 

this centre, however, would not seem great 
judged the relative incidence the two 
operations. include some dacryocystec- 
tomies performed private patients during 


the past ten years Toronto General Hospital. 


with the series public ward dacryocystec- 
tomies, public ward rhinostomies 
private rhinostomies, see that the ratio 
this preponderance dacryocystectomies due 
past experience with poor results from dacryo- 
forming more tedious surgical procedure? 
the answer the former, might value 
assess the results the two operations and 
determine whether this viewpoint sustained. 
The following consideration the findings 
from survey the cases mentioned the 
beginning this paper. 
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Review Cases (Table 


The age of, the patient the time opera- 
tion varied from years for dacryocystec- 
tomy and years for dacryocystorhinos- 
tomy, with average age and years 
respectively, the average dacryocystorhinostomy 
patient being years younger than the average 
dacryocystectomy patient. There were three 
women one man the dacryocystectomy 
group and two one the rhinostomy group, 
which serves bear out the accepted fact that 
affections the lacrimal system are more com- 
mon women. 
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that one these patients again had positive 
preoperative cultures even after the sac had 
been excised and second patient required 
enucleation for endophthalmitis after cataract ex- 
traction, although this occurrence may have 
been coincidental. 

One patient with hypopyon ulcer and chronic 
dacryocystitis was treated dacryocystorhino- 
stomy with resultant cure. important differ- 
ence noted review the bacteriology 
preoperative cultures the two groups cases. 
The pathogenic organisms both groups were 
Staphylococcus aureus, Pneumococcus and 


TABLE 


Dacryocystectomy 


Sex incidence.............. 
Duration symptoms...... 
Symptoms: 
Tearing and discharge 
Tearing only.......... 
Tearing and discharge Preoperative 
and attacks........... 
Preoperative cultures: 
Staphylococcus 
Staph. aureus and other 
pathogens........... 
Strep. 
Non-pathogens 
negative 
cultures........... 


w 


The duration symptoms prior dacryocys- 
tectomy varied from three months years, 
with average 3.17 years, and for dacryo- 
cystorhinostomy from six weeks years, 
with average 6.4 years. Thus the average 
dacryocystorhinostomy patient had symptoms 
for twice long the average dacryocystec- 
tomy patient. The reason for this longer period 
not obvious from review the records, 
the symptoms appeared equal severity 
the two groups. 

The symptoms which the patient com- 
plained were comparable the two groups— 
the commonest being tearing and discharge, 
closely followed tearing and discharge asso- 
ciated with recurrrent acute attacks dacryo- 
cystitis, and smaller group tearing only. 
The presence mucocele was noted eight 
cases, six which were excision 
the sac and two dacryocystorhinostomy. Four 
preoperative cataract patients were treated 
dacryocystectomy and interesting note 


months years (average 3.17 years) 


Mucoceles........ 


cataracts.......... 


Dacryocystorhinostomy 


weeks years (average 6.4 years) 


Preoperative 


Streptococcus Eleven the 
patients had negative non-pathogenic cul- 
tures, while cultures were not recorded 
cases. 


TREATMENT (Table II) 


Postoperative follow-up was obtained 
the dacryocystorhinostomy cases, the average 
duration follow-up being 5.3 and 1.6 years 
respectively. All the dacryocystectomy pa- 
tients had some persistent symptoms while nine 
the dacryocystorhinostomy patients were 
symptom-free. One dacryocystectomy patient 
which was the major source her complaints, 
but consider the remaining patients, 
find that only five could considered 
have satisfactory surgical result. Eleven the 
factory surgical result with patent duct which 


Hypopyon 
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could easily irrigated. the four patients 
with unsatisfactory results after dacryocysto- 
rhinostomy, one complained occasional tearing 
and discharge but was not available for examina- 
tion and the state patency irrigation not 
known. The remaining three were all noted 
failures within six months operation; two had 
excision the sac six months and excision 
was recommended the third case but was not 
carried out, far can 
cystorhinostomy, found that all cases which 
were relieved for three months were perma- 
nently cured. 
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Surgical failures the dacryocystorhinostomy 
group became apparent the immediate post- 
operative period and all patients who were 
symptom-free during the first six months re- 
mained so. difference results was noted 
operation. 

The small number patients this study 
makes the results doubtful statistical value, 
but the impression created that dacryocysto- 
rhinostomy yields more gratifying results than 
dacryocystectomy and that the occurrence 
failure less than one would have anticipated. 


TABLE 


Dacryocystectomy Dacryocystorhinostomy 
Follow-up obtained......... 
Duration follow-up....... years (average 5.3 years) months years (average 1.6 years) 
Condition follow-up...... Tearing and discharge............... Tearing and discharge and 
Leukemic (Condition ducts not known) 
Occasional tearing, ducts patent........ 


review the operative notes the 
dacryocystorhinostomy cases reveals marked 
variation technique from that Dupuy- 
Dutemps described with the excep- 
tion that seven operations Polythene tube 
was inserted from the lacrimal sac through the 
newly created ostium the nose. the four 
operations which gave unsatisfactory surgical 
results, two were performed with Polythene 
tube and two without tube. 


SUMMARY AND CONCLUSIONS 


unselected group adult patients with 
problems chronic obstruction and/or infec- 
tion the lacrimal drainage apparatus re- 
viewed. Twenty-five patients were treated 
rhinostomy. Follow-up was obtained 
the former and the latter cases. 

The preoperative conditions appear have 
been comparable the two groups with the 
exception the factor age, the dacryocyst- 
ectomy group averaging years older. Assess- 
ment these patients reveals that the majority 
the dacryocystectomy patients continued 
have symptoms while the majority the 
dacryocystorhinostomy patients were symptom- 
free. 


tearing discharge and ducts patent 


suggested that consideration given 
the performance dacryocystorhinostomy 
older patients, provided that their general 
physical condition permits more lengthy 
operation. The results operation might then 
termine whether the benefits dacryocysto- 
rhinostomy are great the age 
group they would appear younger 
people. 
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RESUME 


Cet article est basé sur d’un groupe 
adultes présentant des problémes d’obstructions chron- 
iques, avec sans infection, lacrymal. 
entre eux subirent une dacryocystectomie 
19, une dacryocystorhinostomie. Dix-sept malades 
premier group second furent revus par suite. 
préopératoire semble avoir été identique dans les 
deux groupes sauf pour une différence groupe 
des dacryocystectomies ayant une moyenne 
ans plus élevée que subséquente 
montra que majorité des malades ayant subi une 
dacryocystectomie avaient conservé leurs 
alors que majorité des malades soumis dacryo- 
cystorhinostomie débarrassés des leurs. Les 
échecs dacryocystorhinostomie révélérent dés 
période postopératoire tous les malades qui n’accus- 
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érent pas dans les six mois qui suivirent 
continuérent indéfiniment bien porter. 
les résultats chez ceux qui furent porteurs. peut 
tirer des conclusions statistiques d’un 
petit nombre cas mais cette série n’en donne pas 
moins que les résultats dacrocystorhin- 
ostomie sont plus encourageants que ceux dacry- 
ocystectomie, que nombre d’échecs cette interven- 
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tion est moins élevé qu’on aurait prévoir. L’auteur 
suggére que dacryocystorhinostomie soit envisagée 
chez les malades condition que leur état général 
leur permette supporter une intervention plus longue. 
aurait alors moyen d’évaluer les résultats cette 
opération chez groupe malades d’un variant 
entre ans, vérifier les résultats seraient 
alors aussi prometteurs que ceux qu’on obtient chez des 
malades plus jeunes. 


THE INADEQUACY THE 
VOLLMER TUBERCULIN PATCH 
TEST ADULTS 


HILTZ, M.D., D.P.H. and 
YOUNG, Kentville, N.S. 


THE PATCH tuberculin test Vollmer was first 
described Vollmer 1937. Although the 
Mantoux test had long been accepted reliable 
and satisfactory, had the disadvantage re- 
quiring administration injection, procedure 
somewhat unpleasant for both children and 
adults and requiring skilled personnel. was 
hoped that the patch test would eliminate these 
objections and thereby provide accurate in- 
dication the presence absence tubercu- 
lous infection any person group under 
survey. 

1941, publications appeared the 
literature comparing the tuberculin patch test 
Vollmer with other accepted standardized 
tuberculin tests involving 8594 subjects. Some 
revealed close correlation but many did not. 
that time, New York reviewed 
the literature and presented series his own. 
the publications mentioned above, 
found only 10, involving 4162 patients, which 
was possible make satisfactory comparisons. 
Taking the Mantoux test accepted criterion 
tuberculous infection, his review revealed 
15% false negative and false positive patch 
tests. the same communication, reported 
similar survey 379 children, the tests inter- 
preted for the most part Dr. Vollmer him, 
self. these, 27% yielded false negative and 
11% false positive patch test reactions. 

The majority later surveys reported have 
compared the patch test and other forms the 


*From the Nova Scotia Sanatorium, Kentville, N.S. 
Presented the Annual Meeting the Canadian 
Tuberculosis Association, Niagara Falls, Ont., May 15-19, 
1956. 


tuberculin test, mainly the Mantoux. was felt 
that might interest review the tuber- 
culin status series sanatorium patients, 
and for this purpose the records were reviewed 
2000 persons admitted the Nova Scotia 
Sanatorium between May 1940, and January 
14, 1954. All had definite suspected tubercu- 
lous disease and all tuberculin patch test 
had been performed. With very few exceptions, 
the patients were adults, the Nova Scotia 
Sanatorium does not provide accommodation for 
children. 

The normal procedure the Sanatorium dur- 
ing this period was for every patient have 
tuberculin patch test applied soon ad- 
mitted. this test was negative, Mantoux test 
using the first strength P.P.D. was carried out. 
this test was negative the second strength was 
used, and this was negative the second strength 
was repeated before the test was called negative. 
Unfortunately, during the war years, because 
staff shortages this procedure was not always 
carried out completely. During the past year, the 
intermediate strength P.P.D. has been used 
place the first strength following negative 
patch test, but this change procedure does 
not involve this particular study any way. 

The tuberculin patch test routinely was ap- 
plied the side the forearm after adequate 
cleansing with acetone. The patch was removed 
hours and read another hours 
some member the resident intern staff. 
was felt that the interpretations thus would 
comparable those made any heterogeneous 
but trained group such general practitioners, 
many whom use the patch test quite freely 
diagnostic criterion ruling out tubercu- 
losis. 

Indeed this small survey was given impetus 
general practice who stated that certain adult 
patient could not tuberculous 
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patch test was negative. This physician, other- 
wise considered very astute, may have been 
led astray the frequency with which health 
officials Nova Scotia rely this test when 
carrying out school surveys and, indeed, even 
some chest clinics. was considered well, 
therefore, present some evidence regarding 
the inadequacy the test shown patients 
known have had tuberculous infection. 


TABLE 


Number persons 2000 
Negative patch test but further tests.......... 
Negative patch test but 

positive first strength P.P.D................. 


Negative patch and Ist strength P.P.D. but positive 


Table indicates the findings 2000 patients 
when the Vollmer tuberculin patch test* was 
compared with the Mantoux test, using P.P.D. 
(purified protein this series, the 
patch test was negative occasions when the 
first strength P.P.D. was positive, and 
occasions when only the second strength P.P.D. 
test was positive. All three tests were negative 
five cases. Assuming, therefore, that the Man- 
toux test reliable indication tuberculous 
infection the tissues, the use the patch test 
alone this series would have led miss 
some cases and incorrectly consider them 
without evidence tuberculous infection. 


Although Kereszturi’s survey used the im- 
proved patch test which was four times stronger 
than the original one devised Vollmer, 
could not take into consideration the possibility 
that large number his so-called false nega- 
tives with the patch test may really have been 
due false positive non-specific reactions the 
stronger concentrations tuberculin used for the 
Mantoux tests. 

More valuable, therefore, determination 
the sensitivity the tuberculin patch test 
when the presence tuberculous disease was 
proven the obtaining tubercle bacilli from 
the tissues. Table indicates that patients 
from whom tubercle bacilli were recovered had 
negative patch tests and would have been diag- 
nosed not tuberculous had they been sought 
survey using only the pateh test for screen- 
ing purposes. 


*Lederle Laboratories Division, North American Cyanamid 
+Parke, Davis Co., Ltd. 
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passing interest, too, that patients 
similarly would have been screened inaccurately 
only first sttength P.P.D. had been used. 


The four patients with positive secretions whom all 
three tuberculin tests were negative were follows: 


41-year-old female who was critically ill with far 
advanced pulmonary tuberculosis, sputum strongly posi- 
tive, Gaffky IX, and who died within year. 


23-year-old male who was critically ill with pul- 
monary tuberculosis, with sputum Gaffky IV, and who 
died nine months later. 


nine-year-old male critically ill with tuberculous 
meningitis. Tubercle bacilli were obtained 
spinal fluid. The paitent died within month. 


19-year-old male who had sputum reported 
positive for acid-fast bacilli another 
laboratory. All findings including bronchoscopy and 
repeated sputum cultures the Nova Scotia Sanatorium 
were within normal limits. Unfortunately, was not 
possible obtain bacilli for virulence tests but was 
diagnosed being non-tuberculous carrier sapro- 
phytic organisms. was creamery worker engaged 
the manufacture butter. 


TABLE Survey: 
TUBERCULIN REACTION RELATED STATUS 


Cases positive for tubercle bacilli but with negative 


Cases positive for tubercle bacilli but with negative 
patch and first strength P.P.D. tests............ 


Cases positive for tubercle bacilli but with negative 
patch and first and second P.P.D. 


One other patient, indicated Table also 
had all tuberculin tests negative, but did not 
have tubercle bacilli body secretions. was 
diagnosed case non-tuberculous chronic 
empyema. 


The chief advantage the Vollmer tuberculin 
patch test its ease administration. 
single screening agent ineffective. the 
2000 patients this study had constituted 
part general tuberculin survey, its use 
would have led the ignoring infectious 
cases tuberculosis, which would have been 
disastrous from the point view both the 
patient and the community. 


The only justification for the use the patch 
test lies the willingness the clinician in- 
vestigate further the negative reactors means 
the Mantoux test, using adequate strengths 


Although this study was carried out adults, 
other studies quoted involving children would 
suggest that occasion the patch test may 
less inaccurate this age group. 
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certain areas, custom has endowed the 
tuberculin patch test with aura infallibility 
which unwarranted and this the 
excuse the authors for the presentation this 
paper. 


SUMMARY 

Two thousand patients were investigated 
means the Vollmer tuberculin patch test. 

Fifty-three positive-sputum cases yielded 
negative patch tests. 

single screening test for tuberculosis, 


the Vollmer tuberculin patch test 


inadequate and dangerous. 
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Deux mille malades sanatorium Nouvelle 
Ecosse atteints tuberculose soupconnés 
furent soumis percutanée tuberculine 
dite Vollmer. reprises cette épreuve avérée 
négative alors que Mantoux premiére dilution fut 
positif; dans autre cas également négatifs Vollmer, 
songe que quatre malades cette série ayant des 
crachats positifs donnérent des réactions négatives aux 
trois épreuves, gardera fier aucune d’entre 
elles aveuglément, surtout moins sensible des trois. 


TRANSAMINASE CORONARY 
ARTERY DISEASE* 


JACK RATNER, Montreal 
and HARRY SACKS, 
Los Angeles, Calif., U.S.A. 


THE acute myocardial infarction 
often presents difficulties due the large num- 
ber atypical cases, the many clinical grada- 
tions between the so-called “coronary insuffici- 
group and frank infarction, and the lack 
electrocardiographic correlation signifi- 
cant number With the introduction 
the “transaminase LaDue, Wrob- 
lewski, and Karmen 1954, was hoped that 
the diagnostic accuracy these problem cases 
would improved. with this thought 
mind and because the significant correlation 
reported these and other investigators that 
review the records 264 patients was under- 
taken this hospital. 


THEORETICAL BACKGROUND 


Transamination the transfer amino 
group from one amino acid another and 
catalyzed the enzyme transaminase. The 
present study refers particular one, serum 
glutamic oxaloacetic transaminase (SGO-T). 


*From the Division Laboratories, Cedars Lebanon 
Hospital, Los Angeles, California. 

Pathology, Cedars Lebanon Hospital. 
Present address: Royal Victoria Montreal, 
Quebec. 

tAssociate Director, Division Laboratories, Cegars 
Lebanon Hospital. 


brought out other studies, heart muscle, 
skeletal muscle, brain, liver, kidney, testis and 
manifest decreasing rates transaminase 
The high concentration 
muscle led LaDue, Wroblewski and Karmen 
study its concentration human serum follow- 
ing acute myocardial infarction. original 
observation they reported rise above normal 
levels patients with acute transmural in- 
farction least one the five days following 
the Their collected series has now been 
extended 300 patients and all but three 
showed characteristic elevations SGO-T with- 
range within three six their series 
SGO-T activity not increased infectious, 
degenerative, neoplastic, allergic, reactive 
metabolic disease unless associated with acute 
damage heart, skeletal muscle, liver 
Other workers have confirmed these 


SELECTION AND METHOD 


The records 264 patients were reviewed. 
The majority the patients were admitted for 
diagnosis chest pain. All were over years 
age; 75% were years age. SGO-T 
determinations were also made “control” 
persons the same age group, patients 
not suspected cardiac infarction. The serum 
was collected and analyzed spectrophotometric- 
ally according the method Karmen, Wrob- 
lewski and Transaminase results were 
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divided into normal (1-40 units), borderline 
(41-50 units), and elevated (over units) 
values, has been done other 


DIAGNOSTIC CRITERIA 


The cases are divided into proven infarction 
(64 cases), suspected infarction (40 cases), 
coronary insufficiency (47 cases), angina (33 
cases) and miscellaneous non-cardiac conditions 
(80 cases). 

Myocardial infarction.—A clinical diagnosis 
myocardial infarction was based the classical 
history, physical and laboratory findings—intract- 
able substernal pain and positive electrocardio- 
gram together with the variably present signs 
dyspnoea, shock, elevated temperature, raised 
white cell count and raised erythrocyte sedimen- 
tation rate. Only unequivocal electrocardiograms 
tion fresh infarct autopsy were accepted 
proof infarction. attempt was made 
analyze the severity the infarct clinically. 

Suspected infarcts—These patients had the 
clinical stigmata acute myocardial infarction 
—intractable substernal pain with variably present 
signs dyspnoea, shock, elevated temperature, 
white cell count and sedimentation rate. Elec- 
trocardiographic changes were non-diagnostic, 
showing only wave inversions and/or 
changes, but not waves. 

Coronary patients had 
episodes coronary pain which were too severe 
called angina and yet were not accom- 
panied the above stigmata acute myo- 
cardial infarction. Electrocardiographic changes 
were often the same those the group 
suspected infarcts. 

Angina.—These patients had short bouts 
substernal pain precipitated exertion emo- 
tion and relieved rest nitroglycerine. 

Control group.—In control patients without 
evidence heart, liver, skeletal muscle, kid- 
ney disease, single SGO-T determinations ranged 
from units with mean 23.5 and one 
standard deviation +8.5. 


(Table 

Myocardial Infarcts 

clinical diagnosis myocardial infarction 
was made 104 Sixty-four these 
had proved infarcts and \40 suspected 
infarcts. 
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TABLE I.—Tuis SHows TRANSAMINASE VALUES 


units 
1-40 41-50 
units units Above 
Diagnosis No. (normal) (borderline) (elevated) 
Myocardial infarct......... 104 
KG— 
Proven EKG+ 
Autopsy—12 
Autopsy 
only— 
Congestive failure.......... 
Haemolytic anaemia........ 
264 


Proven the cases this group, 
transaminase determinations were done 
series three more cases; the remain- 
ing had either single duplicate analyses 
performed the first four days following the 
clinical onset symptoms. 

The transaminase value significantly 
elevated above units the patients 
(92%); patients (6%) the transaminase 
value was below 40; one patient the value 
was borderline units). Fig. shows the 
range and mean values the surviving 
cases successive days following the onset 
proven infarcts. The highest point was the 
second day, normal values being reached the 
sixth day rule. 

These results correspond those other 
workers, but our distribution wider (Fig. 1). 
Thus was not unusual for the peak elevation 
occur the first, third, fourth days follow- 
ing the onset the infarction. 

Fatal cases acute infarction 
which came autopsy, had transaminase 
values above units. The remaining patient 
this group was one whom transaminase 
units was present the second day the 
illness. She died the same day and autopsy 
ruptured acute anterior infarct was discovered. 

Fig. shows the range and daily mean values 
SGO-T fatal cases, which came 
autopsy. Daily serial determinations four 
more were done four patients the 


group. 
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The SGO-T rose significantly above units 
92% cases proven infarcts, and curves 
were the classical type described earlier 
investigators. small series fatal cases 
which minority had daily serial analyses 
not possible assess prognostic significance. 
However, were impressed the fact that 
the mean values fatal cases were not signifi- 
cantly higher than those who survived. Since 
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one whom four serial determinations 
were performed manifested rise fall 
(22, 25, 20), but the peak was still below 
units. This considered significant. Three 
the cases had only one determination each, the 
figures being and units day and 
units day Perhaps these too would have 
shown rise and fall had serial determinations 
been made; nevertheless one would expect 
much higher level the second day (see 


SURVIVING CASES 
FATAL CASES 


BORDERLINE VALUES 


5 6 7? 8 


DAYS FOLLOWING ONSET INFARCT 


Fig. 1.—This scattergram showing the daily range and mean SGO-T values following 
the onset proven infarction. Patients who survived and died were compared. The highest 
level was the second day, normal values being reached the sixth day rule. 


animal experiments indicate that large infarcts 
are associated with greater elevations transa- 
minase one might expect that fatal cases 
with supposedly much necrosis would show 
higher levels than those who survived; this was 
not our finding. One explanation may that 
the shock-like state acute failure may not 
necessarily related size intarct, but 
rather neurogenic factor. 

the four patients with proven infarcts who 
recovered and who showed elevatton 


graph). These four patients may have had small 
foci subepicardial necrosis sufficient size 
cause waves but too small release signifi- 
cant amounts transaminase. The fifth patient 
with ruptured infarct autopsy had SGO-T 
units the second day, the day her 
demise. Here good example lack 
correlation between the anatomical lesion and 
the SGO-T level. 

The duration the SGO-T elevation may 
have some prognostic value, three our 
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fatal cases had prolonged elevation transami- 
nase levels, period two weeks after 
the acute attack. The latter may represent addi- 
tional myocardial necrosis continued loss 
transaminase from necrotic muscle into the cir- 
culation, the former being more likely. 

Suspected the suspected but 
not proven cases, the SGO-T was elevated above 
units (77%), (12%) were borderline, 
and were within normal limits. 


all cases suspected infarction which 
serial determinations were done, SGO-T was 
elevated. the remaining patients, the 
majority had eJevated transaminase one 
two occasions following the acute onset ill- 
ness. This group probably represents hetero- 
geneous population with myocardial necrosis 
some and so-called coronary insufficiency 
severe degree others. Hence, our variable 
results. was not possible obtain satisfactory 
curves this group for this reason. 

Four patients were found autopsy have 
acute infarcts which were not diagnosed ante 
mortem but were suspected clinically. Electro- 
cardiograms showed slight wave changes 
normal tracings. One the cases showed left 
bundle branch block. SGO-T determinations 
were done the refrigerated ante-mortem sera 
collected day two before death. All showed 
markedly elevated levels. these four patients 
transaminase determinations during their acute 
would: have been value confirming 
the diagnosis acute infarction. 


AUXILIARY TESTS MYOCARDIAL INFARCTION 


the course this study assessment 
the relative correlation laboratory tests the 
diagnosis acute infarction was undertaken. 
our series (Table the rise SGO-T and 
the erythrocyte sedimentation rate are the most 
sensitive. However, view the non-specificity 
the sedimentation rate rise, obvious that 
more specific test such determination 
transaminase, which measure tissue necro- 
sis, more useful. 


ANGINA, INSUFFICIENCY AND 
CONGESTIVE 


cases diagnosed angina, only one had 
value above units. Five patients out 
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TABLE THe ELEVATIONS 

INFARCTION. ELEVATED TRANSAMINASE AND SEDIMENTA- 
TION VALUES ARE THE Most SENSITIVE 


cases—55 cases—31 


with “coronary insufficiency” had value above 
units. Transaminase levels were not elevated 
five cases congestive failure. The great 
majority SGO-T determinations the above 
groups were single ones, although few 
cases serial readings were taken. 


Pathologists and clinicians recent years have 
been aware that many cases angina and 
so-called “coronary insufficiency” have autopsy 
areas myocardial fibrosis which presumably 
represent healed foci necrosis. also well 
accepted that there are all gradations between 
the clinical impressions angina, coronary in- 
sufficiency and myocardial follows 
that some cases insufficiency and probably 


angina will elevated transaminase 


because necrosis has taken place. Our five cases 
insufficiency and one case angina showing 
SGO-T elevations are probably examples 
this. such situations determination trans- 
aminase level may help the care 
the patient. particular value may the 
knowledge the patient’s normal SGO-T value, 
that subsequent attacks SGO-T values can 
more readily evaluated. 


Elevated SGO-T values were found 
lytic anzemia; cholecystitis associated with 
jaundice; bleeding peptic ulcer and 
acute pancreatitis. 


Three cases after operation—a radical neck 
dissection, cholecystectomy and Cesarean 
section—were studied serial determinations 
seven more daily samples serum. Fol- 
lowing the neck dissection, the highest single 
value was the first postoperative day (125 u.), 
and SGO-T levels returned normal the 
end the first week. rise was seen after the 
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cholecystectomy and section. Levels 
also rose after prostatectomy and three abdomi- 
nal operations. cholecystectomy complicated 
parotitis the postoperative day 
showed elevated SGO-T value this time. 
Those showing minimal postoperative rise 
were two Cesarean sections, two cholecystecto- 
mies and sympathectomy. 


well recognized that damage 
muscle will raise the level SGO-T. This 
demonstrated six the postoperative 
cases. Apparently the rise proportional the 
amount skeletal muscle incised, since those 
cases with minimal surgical section skeletal 
muscle elevated values were not noted. The 
elevated values returned normal approxi- 
mately one week. Thus the transaminase test 
cannot utilized cases suspected acute 
myocardial infarction during operation 
during the first postoperative week unless 
postoperative value found normal. 

Whole blood were found have 
times much SGO-T activity This 
would explain our high values the two cases 
hemolytic 

One out four cases acute cholecystitis 
had elevated levels. This may have been associ- 
ated with focal hepatitis the gall-bladder bed 
with the associated obstructive jaundice that 
was present. Our three cases hepatitis had 
high values, the highest being 900 units, 
accordance with the 

Two patients with classical acute pancreatitis 
and one with postoperative parotitis showed 
elevated values might have been anticipated 
since the pancreas and parotid probably con- 
tain transaminase. 

One patient with bleeding peptic ulcer had 
elevated level, possibly due penetration 
into the pancreas. 


MISCELLANEOUS 


The miscellaneous group consisted cases 
congestive failure, cerebrovascular accidents, 
vague chest pains, fainting, anxiety 
diabetes, hernias, goitres, etc., and 
several others not associated with heart disease. 
All were the normal range. 
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CONCLUSIONS 


Transaminase determination valuable 
adjunct the diagnosis acute myocardial 
infarction. 

out suspected cases (77%) acute myo- 
cardial infarction there were elevated transamin- 
ase values. The peak elevation was the second 
day, and values fell below levels units 
the sixth day. 

Five out about false negative 
values occurred our series. 

Prolonged high levels may indicate poor 
prognosis, was seen three out our 
fatal cases. 

SGO-T has little place the diagnosis 
classical infarction but most useful where 
the history and physical and laboratory findings 
are equivocal, where some obscuring factor 
present such left bundle branch block. 


The levels are most often normal cases 
angina and but 
occasional high values may seen, possibly 
due variable-sized necrotic foci. these 
conditions the tests may help separate out 
infarcts those cases diagnosed coronary in- 
sufficiency which enough necrosis present 
produce abnormal SGO-T levels. 

The test should always run series. 
typical rise and fall with all values remaining 
below 40-50 units may still indicate the occur- 
rence necrosis. 

Elevated values were seen after muscle- 
splitting operations, and therefore this procedure 
limited value cardiac problems following 
surgery. 

Cases hepatitis, cholecystitis with jaun- 
dice, pancreatitis, anzemia, and one 
bleeding peptic ulcer showed elevated levels. 

10. Twenty-one control patients showed 
range 10-45 units transaminase with 
mean and standard deviation 23.5+8.5 units. 


The authors are indebted Dr. Stanley Weiner for 
his help interpretation the 
ADDENDUM 


After submission this paper, and while reviewing 
the literature transfusion reactions, found two 


short communications Freeman and Schecter (Science, 
96: 39, 1942; Proc. Soc. Exper. Biol. Med., 51: 29, 
1942) which indicate clearly that they had observed 
the non-autologous plasma effect dogs search 


4 
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for permeability altering factors lymph obtained from 
animals shock. Levine and State the same year 
(Science, 96: 68, 1942) noted that 
autologous plasma produced triple responses some 
subjects. probable that they also were dealing with 
the non-autologous plasma effect. They appreciated the 
possibility that the effect might factor some 
transfusion reactions, although they ascribed major 
blood group incompatibility. 
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RESUME 


Les 264 malades cette série furent admis 
Cedars Lebanon, dans plupart des cas 
pour diagnostic douleur thoracique. majorité 
était Age advancé, tous subirent moins une 
détermination transaminase. Les résultats furent 
répartis comme suit: normal, unités, douteux, 
diagnostic clinique myocarde fut posé 
chez 104 malades mais cette lésion fut démontrée 
que chez d’entre eux seulement. taux transa- 
minase avéré élevé (au dela unités) dans 
ces cas (92%); les autres n’atteignirent que des 
niveaux douteux normaux. Les taux les plus élevés 
furent obtenus deux jours aprés crise cardiaque, avec 
retour normale vers sixiéme jour. teneur moy- 
enne groupe des mortalités fut sensiblement méme 
que celle groupe des survivants; cependant chez trois 
malades qui moururent, niveau transaminase resta 
élevé plus longtemps que d’ordinaire. Des cas 
farctus non prouvé atteignirent niveau élevé 
transaminase. Parmi les différentes épreuves labora- 
toire pouvant apporter une certaine collaboration dans 
transaminase sédimentation des érythrocytes 
semblent les plus sensibles. Quelques cas d’angine 
coronarienne montrérent une augmentation 
transaminase (probablement ceux chez qui 
avait causé degré nécrose suffisant pour 
libérer une quantité anormale cette enzyme). Cer- 
tains traumatismes tels une intervention chirurgicale, 
d’autres formes destructions tissulaires comme 
tite infectieuse, cholécystite, hémorrhagique, 
hémolytique pancréatite aigué peuvent 
donner des valeurs élevées. 


THE TREATMENT FUNGOUS 
INFECTION THE SKIN WITH 
NICETIN* 


BRADY, M.D. and GRAY, M.D., 
Halifax, N.S. 


CoNSISTENTLY successful results 
ment fungous infections the skin are not 
had, position reflected the numerous 
therapeutic measures present vogue. 
Barlow and have underlined the 
part played the keratin the skin bringing 
about resistance the action the fungicides. 
They have shown that the horny layer presents 
barrier the penetration the medicament 
into the deeper layers the epidermis and the 
lower two-thirds the hair follicles. follows 
that any ointment applied the skin for the 


*From the Medical and Pathological Department the 
Halifax Infirmary, Halifax. 
Nicétin was formerly referred CMA-37. 


treatment the dermatophytoses should con- 
tain keratolytic well fungicidal properties. 


Experience with Nicetin synthetic sub- 
stance with chemical structure similar 
chloramphenicol) the systemic treatment 
bronchogenic moniliases? indicated that has 
powerful fungicidal properties. The suspicion 
that might also have epithelial lytic effect 
was also suggested the occurrence bladder 
hemorrhage during the exhibition the drug 
for the pulmonary disease. 

clinical evaluation the effect Nicetin 
cases fungous infection the skin 
reported. 


DESCRIPTION NICETIN 


Nicetin the proprietary name adopted for 
the product formerly known CMA-37 and 
acetamide, and 
with the following structure: 
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CHCl, 


light yellowish coloured crystalline 
solid melting 123°-125° and dissolving 


water physiological sodium chloride solution 


only the extent 0.125%. has intensély 
bitter taste. 


METHODS 


Before treatment, scrapings from the affected 
area were cultured Sabouraud’s medium and 
specimens from the same area were examined 
microscopically. Before case was accepted for 
inclusion the series, either the microscopic 
examination the culture, both, had con- 
firm the clinical diagnosis. Culture and micro- 
scopic examinations were repeated usually 
the seventh and 14th day after the beginning 
treatment. 

Some experimentation very early the en- 
quiry showed that the method examining 
skin lesion particles could improved upon 
and the following was evolved. Strips Cello- 
phane tape 14” (1.25 cm.) wide were laid across 
the lesion sticky side down, pressed into place 
and then sharply pulled away. The tape strips 
were transferred the microscope slides and 
very firmly flattened the glass surface. The 
preparation was now ready for examination. 
this method, hairs, hair roots and epithelium 
were obtained abundant amount which 
with little experience gave satisfactory diag- 
nostic results. 

Nicetin was used one two forms, either 
ointment using Unibase the vehicle, 


order give some indication the approximate 
release the fungicide from the ointment, streak 
mm. broad and mm. long was placed agar 
plate previously inoculated with Trichophyton menta- 
grophytes; the plates were incubated 37° simu- 
late the effect body temperature, and read the 
end hours. The zone inhibition was cm. 
each side the streak, suggesting that reasonable 
fungicidal concentration could leached out the 
cetin spores, the following experiment was carried 
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out. Spores were harvested from Sabouraud culture 
mentagrophytes. The material obtained was washed 
sterile normal saline slow centrifugal speed and the 
resultant examined for mycelial fragments. When 
nearly pure sample spores was obtained, equal 
volume the concentrate was placed three sterile 
test-tubes. the first was added ml. sterile normal 
saline, the second ml. propylene glycol, and 
the third ml. Nicetin propylene glycol. The 
mixtures were incubated 37° for five days, and then 
one standard loopful from each was planted Sabour- 
aud’s plates. 

The resultant growth was confluent the sample 
from the saline suspension, colonies from the propy- 
lene glycol tube and colonies from the Nicetin 
propylene glycol. evident that Nicetin exerts 
toxic effect the spores, and that the reduction 
growth obtained was due propylene glycol itself— 
possibly its avidity for the water leading spore 
death from dehydration. 


conclude therefore that the fungicidal 
activity Nicetin restricted mycelium 
only, and this point was kept mind during 
the therapeutic trial. 


RESULTs: 


The results treating cases fungous in- 
fection the skin, scalp nails are shown 
Table 


Cases 14, 15, 19, 20, 


The lesions this group were multiple. One- 
half were treated with ammoniated mercury 
Churchill’s iodine, the other with Nicetin, 
both for seven days. The fungi the Nicetin- 
treated lesions the end this period had dis- 
appeared, but were still present those areas 
given the commonly used medicaments. the 
end this period, the use either ammoniated 
mercury iodine was discontinued 
balance were then treated with Nicetin. 
spective the type treatment, itching 
stopped approximately the same time, usually 
about two days after the start therapy. the 
end further seven days, fungi could not 
isolated from the control areas which had 
been switched Nicetin. 

Cases and had had previous treatment 
x-ray two months before the start this 
trial. both cases, when seen, the infections 
were clinically active and Case the culture 
was positive. Cases and developed allergic 
reactions. Case showed typical contact 
dermatitis the right wrist near the original 
area ringworm. this time the patient was 
wearing cheap “costume” bracelet; the 
prohibition its use and with calamine lotion, 
relief quickly followed. 


4 


4 
7 
q 


Canad. 
May 1957, vol. 


AND Gray: NICETIN INFECTION 727 


TABLE 
Duration Culture-days Normal skin 
treatment after days after 
No. Sex Diagnosis Organism isolated (days) treatment treatment Remarks 
Onychomycosis rubrum Sterile after Nailbed permanently 
damaged 
Tinea cruris albicans Sterile after Granuloma inguinale 
Tinea corporis Penicillium only Sterile after 
ointment dermatitis 
da. 
sol. 
Pr. 
Tinea capitis audouini Sterile after 
sol. 
Pr. Gl. 
Onychomycosis rubrum Sterile after Nailbed permanently 
10% sol. damaged 
Pr. Gl. 
Pr. Gl. 


corporis Penicillium only 


Case was more complicated. large area 
chest wall flared into urticarial rash during 
treatment with Nicetin for tinea the 
this time was considered due the fungicide. 
cessation the treatment and with the use 
antihistamine cream, the skin cleared. 
Later, small portion the affected area was 
exposed Nicetin with Two 
months later, again using brand talcum 
powder which she had been addicted for 
some years, the urticarial rash reappeared. 
was evident that the allergic reaction seen 


days Penicillium after 
days’ treat- 
ment, continued 
for further 13, 
then culture 
sterile. 


Sterile after Dyshidrosis 


both these cases was not induced Nicetin but 
other factors. Cases and showed relapses. 
Case one small area near the periphery 
the original lesion showed unmistakable evi- 
dence activity days after completion the 
course treatment. Case the relapse 
period was seven days. Both responded satis- 
factorily further five-day course the 
fungicide. Case reinfection occurred; 
lesions the same area appeared five months 
after the original infection had been dealt 
with. Response further treatment was satis- 
factory. 
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Fig. 
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Fig. 


Fig. 1.—Ringworm the forearm before treatment. Fig. 2.—Same case the seventh 


day treatment with Nicetin ointment. 


Case was failure. Improvement was 
noted, but never point considered satis- 
factory. The difficulty was find vehicle con- 
taining the fungicide which would not 
washed away salivation. 

Tinea capitis was originally treated with the 
Nicetin ointment. This was unsatisfactory 
for very much the same reason failure 
noted treating hairy tongue, that was 
very difficult get the fungicide the scalp 
without shaving the head. When solution 
propylene glycol was used, this difficulty was 
overcome and enabled proper attack 
made the lesions without sacrificing the hair. 

the early cases ointment was tried 
tinea corporis. This led “scarlatinal” type 
rash immediately after application. With 
concentration, further difficulty was 
encountered this respect. our experience, 
the optimum concentration and the dura- 
tion uninterrupted treatment should 
longer than days. 

The lesions tinea react the application 
Nicetin follows: Scaliness disappears within 
four five days, being replaced 
smooth epidermis which, the withdrawal 
the ointment, returns perfectly normal skin 
about week. the occasional case, the 
transition from abnormal normal skin does 


not through the pink stage, particularly 


axillary lesions. Fig. shows ringworm the 


forearm before treatment, Fig. the seventh 
day treatment with Nicetin ointment. 

The effect Nicetin the epithelium was 
observed more clearly microscopical exami- 
nation specimens taken before, during and 
after treatment. The epithelial aggregates taken 
from lesion before treatment are shown 
Fig. Fig. shows Cellophane tape prepara- 
tion the fifth day therapy. The squamous 
epithelium has shattered into long splinters, and 
those cells still present appear empty cyto- 
plasm. 


appears that Nicetin has 
essential for the succesful treatment fungous 
infections the skin: fungicide, and 
epithelial keratolytic agent. The proof the 
presence the latter indicated: (1) 
the good results obtained 
trial series endemic infections notoriously 
more resistant cure than epidemic ones; 
(2) microscopical observations the lytic 
changes the treated squamous epithelium; (3) 
the finding that increased concentrations 
the drug are accompanied increased dedola- 
tion. 

The suspicion that the noted dur- 
ing the systemic use Nicetin was bladder 
origin strengthened the information now 
available its effect the keratinized skin. 
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Fig. 


Fig. 3.—Cellophane tape preparation from fungous lesion the skin, before treatment 
80). Fig. 4.—Cellophane tape preparation from fungous lesion the skin the fifth 


day treatment 80) 


seems reasonable assume that the urin- 
ary concentration following ingestion can reach 
level sufficient bring about lytic changes 
the bladder transitional epithelium, with con- 
sequent bleeding from the abraded surface— 
other words, chemically induced 
rhagic cystitis. obvious that the production 
cystitis following oral administration 
Nicetin will unfortunately curb its use the 
treatment systemic fungous infections. How- 
ever, the epithelial lytic factor the molecule 
responsible for the unwanted systemic 
essential for the successful treatment the 
far more common dermatomycoses. 


SUMMARY 


successful trial Nicetin, synthetic sub- 
acetamide, fungous 
infections the skin, hair and nails reported. 


glycol advocated. Treatment should not 
prolonged more than days. 


explanation for the seen during 
oral administration Nicetin has been ad- 
vanced. 


are deeply indebted Dr. Graham and 
other colleagues for their help referring many patients 
during the course this trial, and Parke, Davis 
Co. for supplying the Nicetin and Unibase used. 


ADDENDUM 


Since this paper was written have completed the 
treatment cases fungous infection the skin with 
Nicetin. Recently two patients developed allergic reac- 
tions, description which feel should included 
with this report. Both had fungous infection the 
extremities, one the forearm and the other the 
dorsum the foot. Both were “chronic” before coming 
treatment. The reaction the first case took 
hours develop and the second hours. The picture 
both cases was the same. intense cedema the 
treated limb set accompanied marked erythema, 
the subsided quickly, the erythema gave 
more slowly weeping eczema. The first responded 
well antihistaminics and calamine lotion, the second 
prednisone. 

This intense local reaction may due one 
both two possibilities. First, the patients were sensi- 
tive Nicetin—which course analogue chlor- 
amphenicol; secondly, the action the antifungicide 
lysed large amounts mycelium, releasing formidable 
quantities antigen which turn reacted with epider- 
mal cell sessile antibodies developed chronic exposure 
the fungus. The union sessile antibody and antigen 
would followed intense local allergic reaction. 
The second explanation seems more reasonable and 
suggests that any case fungous infection the skin 
with history chronicity should have the local treat- 
ment covered the use either systemic local anti- 
allergic drugs. 
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Nicetine (marque déposée) est nouveau produit 
fongicide kératolytique. Les auteurs employé 
dans une série d’infections endémiques ont observé 
effet lytique dans pavimenteux exposé son 
action. ont aussi noté que dédolation est propor- 
tionnelle concentration produit employé. est 


‘possible que notée pendant traitement 


Nicetine soit que résultat cette action sur 
vessie. 


Fig. 
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ALPHA TOCOPHEROL THE 
MANAGEMENT SMALL AREAS 
GANGRENE* 


STEPHEN TOLGYES, M.D. and 
EVAN SHUTE, B.A., M.B., 
London, Ont. 


GANGRENE can develop suddenly and involve 
large areas. Fortunately, usually begins gradu- 
and affects small segments tissue, its 
advance cephalad requiring appreciable time, 
during which the body tries throw dykes 
against it. this process breaches the 
dyke and becomes extensive, amputation de- 
manded. But amputation must remain admis- 
sion either medical unpreparedness defeat. 
The question asked, and asked 
good time, is: “What can done stay the 
relentless progress local tissue and 
necrosis?” 

Vasodilating operations drugs appear 
our hope, and accordingly both sympathectomy 
and administration various vasodilators have 
come into widespread use. They have not been 
too satisfactory, perhaps because inadequate 
themselves, perhaps because the impending dis- 
aster often recognized too late; arterial occlu- 
sion may already widely extended and almost 
complete when the first skin discoloration ap- 
pears. How poor the final results may be, even 
the ablest hands, can gathered from two 
recent statistical There would seem 
wide room for new prophylactic and 
therapeutic agent this field. 

Alpha tocopherol the most clinically effec- 
tive factor pharmaceutical preparations 
vitamin Used large doses not only plays 
the supplementary role usually thought 
any vitamin medication, but also has phar- 
macodynamic effect all its own. For instance 
enjoys unrivalled role 
agents its ability improve tissue utilization 
The classical demonstration 
this its ability enable experimental animals 
survive otherwise lethal degrees 
rapidly able produce collateral circula- 
tion about obstructed vessels, has been ex- 
perimentally demonstrated animals Enria 
and after ligation the femoral vein 
and Dominguez and Dominguez corres- 


*From the Shute Institute, London, Ont. 
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ponding studies The latter workers 
mention that some the collateral vessels 
developed were large the original artery. 
has other properties also which would recom- 
mend for the current problem. has been 
described and certainly 
every surgeon knows, the march gangrene 
often facilitated the onset local thrombosis. 
Moreover, alpha tocopherol decreases abnormal 
capillary 

Duguid has lately revived Rokitansky’s old 
theory that atherosclerosis itself due the 
organization repeated mural This 
suggestion has received very strong support from 
who analyzed under electron 
microscope the material taken from atheroscler- 
otic plaques and found that usually consisted 
fibrin fibrils. Duguid correct, the prophy- 
laxis arteriosclerosis ultimately may depend 
the early and prolonged administration 
pherol, substance which happens com- 
mon food factor and accordingly can ad- 
ministered throughout the life span without 
difficulty. 

With such considerations mind the writers 
have been treating small areas peripheral 
gangrene with massive doses 
pherol for several years past. The three main 
types treated have been those due arterio- 
sclerosis, diabetes mellitus and thromboangiitis 
obliterans. Several reports this study have 
already the moment, our 
series includes completed cases.+ Although 
small, numbers good many patients regarded 
worthy amputation competent and ex- 
perienced surgeons. The salvage good per- 
centage such precarious extremities represents 
distinct advance the management gan- 


DATA 


This analysis consecutive, un- 
selected private patients (Table I). study 
human gangrene ever course, 
partly because numbers are usually small, partly 
because there such wide variation the 
clinical course various cases gangrene, and 
partly because the condition distressing, its 
prognosis poor, and time runs out quickly. 


completed cases. 
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Legend 


Case 4633, March 11, 1952 
Case 4633, March 23, 1952 
Case 4633, May 25, 1952 
Case PV609, July 25, 1952 
Case PV609, October 31, 1952 
Case PV609, December, 1953 
Case PV591, November 1955 
Case PV591, November 1955 
Case PV591, March 1956 
Case PV513, July 28, 1955 

Case PV513, September 20, 1955 
Case PV513, November 29, 1955 
Case PV513, March 1956 
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TABLE 
Average 
dose 
Average Previous Previous alpha Results Insulin 
Cases age sympathectomies amputations when seen tocopherol Good Fair Poor reduced 
DISEASE 

unilateral advised (450-900) (died 
coronary 

disease 

years) 

Nor 
(Case case reports) 
coronary 
sclerosis 
ARTERIOSCLEROSIS 
advised (225-1200) 
advised (375-1200) 


“Complications” include heart disease, cerebral accidents, cellulitis and such. 


“Results” are classed as: (1) normal activity without surgical intervention. (2) Fair—good 
temporary result, with later deterioration—or cure gangrene itself without surgery, but unendurable pain. (3) 


Poor—amputation. 


Perhaps better idea what alpha tocopherol 
can accomplish such patients conveyed 
the story individual than the 
table. Here are few illustrative histories: 


1.—Mr. E.O., aged years. This man had 
twice before had gangrenous areas the hand 
forearm, each time healing readily with oral alpha toco- 
pherol (400 i.u. daily). Unfortunately was sensitive 
almost every form this therapeutic agent; had 
not been able continue the maintenance dose that 
had advised the hope preventing recurrence. 
had coronary sclerosis well. His blood pressure was 
150/100 mm. and his Wassermann reaction was 
negative. 

presented himself March 11, 1952, with gan- 
grene involving large portion the dorsum the 
fingers the left hand. was immediately given 500 
alpha tocopherol mouth, and tocopherol oint- 
ment was locally once day. The gangrenous 
extended further, and March they 

egan separate the margins. The course their 
healing the accompanying photographs 
(Fig. 1). other therapeutic procedure but alpha 
tocopherol administration was used. Because the lesions 
were deep, the dorsal tendons the fingers were caught 
the scar when the gangrenous areas sloughed off. 
Healing was complete May 25, 1952. The patient 
was left with some limitation finger flexion. 


2.—Mrs. D., aged years. This woman was 
unsuspected diabetic. Two weeks before saw her, 
she began develop gangrene the left great toe. 
This spread rapidly far the web. Her blood pres- 
sure was 150/92 mm. Hg. 

October 1955, treatment was begun with 
600 i.u. alpha tocopherol day, well 
1800-calorie diet and units regular insulin 
(which was soon increased units). 

The process began down the 
inside the foot both dorsally and the sole. Maggots 
appeared the wound. The toe rapidly mummified 
and turned black. abscess developed the mid- 


plantar region where pus tracked down from the toe. 
This was drained, and irrigated through and through 
with saline. 

October 18, the dose alpha tocopherol was 
increased 1200 daily, the dorsal tendon was 
cut, and some debridement carried out. October 
the plantar abscess had resolved. Demarcation pro- 
ceeded well, and finally November amputated 
the great toe anzsthesia (at home). that 
time she needed only units insulin daily. 

tiny patch gangrene developed the heel. 
Pressure was relieved and readily cleaned up. 
February 1956, the toe base was nearly healed and 
the heel was completely healed. The photographs ap- 
pended (Fig. illustrate the progress this patient. 
She still well, walks about, and takes units 
regular insulin daily well 800 i.u. alpha toco- 
pherol. She has been treated home throughout. 


3.—Mrs. L.M., aged years. This woman from 
Michigan presented herself July 21, 1955, with the 
story that ulcer had developed the right heel 
August 1954. The ulcer had progressed slowly and 
surgeon had advised amputation the right leg just 
before she came us. She had been known diabetic 
since age 28, her condition worsening the last two 
years. She had lately taken units regular insulin 
daily and adhered 1800-calorie diet. Her blood 
pressure was 165/85 mm. and her Wassermann 
reaction was negative. She smoked heavily. There was 
area gangrene the right heel about cm. 
diameter. She was once given 900 alpha 
tocopherol daily us. Her blood sugar was 280 mg. 
although her urine was clear. Aureomycin ointment was 
applied locally. She was urged 
but failed so. She was treated the office 
throughout. Fig. illustrates the original lesion and its 
progress under treatment. 

July the gangrenous area was already beginning 
further progress and accordingly the dose alpha 
tocopherol was increased 1200 i.u. daily. She was 
now taking units N.P.H. insulin daily. 
November 29, large portion the gangrenous area 
had loosened and could cut away. Her blood sugar 
was now 150 mg. the same insulin dosage and the 
same diet (to which she failed adhere). She smoked 
heavily again the lesion healed. She also varied her 
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dosage alpha tocopherol her own, averaging per- 
haps 900 daily. The lesion finally healed, the 
indicate, and she can now walk pad 
elastic rubber. Her blood sugar has averaged 150 mg. 
for several months past. 


4.—Mr. R.G., aged years. This man had been 
medical clinic the United States and leading 
cardiovascular centre before presenting himself 
January 20, 1949. His condition had been diagnosed 
thromboangiitis obliterans; lumbar sympathectomy, 
six months before, had failed relieve his condition, 
and finally amputation the left leg had been advised. 

examination popliteal pulsation could felt 
either leg. The left extremity showed dusky red 
great toe with gangrenous tip where the nail been 


thigh. There was slight cyanosis the right hand. 


had stopped using tobacco the previous year. His blood 
pressure was 188/116 mm. Hg. His Wassermann reaction 


was negative. 


was once given 375 alpha tocopherol 
daily and the foot was photographed. His electrocardio- 
gram was normal, apart from some widening the 
QRS complex. 

When next seen February 17, 1949, was feeling 
great deal pain the left foot and could scarcely 
sleep, and local improvement could made out. 
radiograph revealed spontaneous fracture the 
distal phalanx the involved toe. This fragment was 
promptly removed, the wound being left partially open. 
Once again healing was delayed unduly. repeat radio- 
graph revealed another spontaneous fracture the tip 
the terminal phalanx remaining. This fragment was 
excised too, and now the toe began heal well under 
the influence tocopherol ointment applied locally and 
the same dose alpha tocopherol orally. 

May 25, 1949, was sleeping well. July 27, 
his blood pressure was 146/85 mm. Hg. His dosage 
alpha tocopherol was increased 675 i.u. per day, and 
the toe began heal more rapidly. promptly reverted 
tobacco and promptly forbade this. still 
had some aching the affected foot night, but his 
hands seemed normal, his other foot was good con- 
dition and his ankle had disappeared. 

was last seen February 1950, and his dosage 
alpha tocopherol was increased 825 daily, 
his cedema had recurred and there was some local dis- 
charge from the toe. was nearly healed. His wife 
had had coronary attack June 19, 1949, since which 
time had done the cooking and nursing for her and 
had been his feet nearly constantly. 

last heard him February 1953, which 
time his wife had died. had been working 
beverage room, where his employer described him 
being “as active cricket”, and was his feet 
hours daily. had had vitamin for years, 
despite attack phlebitis and stiff warning from 
letter. had decided Priscoline and cigarettes were 
preferable and was routine six Priscoline tablets 
and four cigarettes daily. 


5.—Mrs. G.R., aged years. This woman had 
had amputation the left foot, then the left leg 
below the knee, then the left knee, for arteriosclerotic 
gangrene the six months prior seeing first 
July 19, 1952. Three weeks before this she had de- 
veloped gangrenous area the right heel, and her 
visit this area was cm. diameter. There was great 
deal typical arteriosclerotic pain the and 
therefore she habitually hung the right leg over the edge 
the bed. result the right calf was greatly 
atrophied. She had much difficulty sleeping. There 
was small blister near the knee from the recent appli- 
cation heat. The distal half the right foot was 
dull, purplish colour. She had smoked heavily, till 
months before seeing us. Radiographs revealed the 
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anticipated osteoporosis, well slight cystic decal- 
cification the calcis and slight calcification the 
dorsalis pedis artery. Her blood pressure was 155/125 
mm. Hg, and her Wassermann reaction was negative. 
Her fasting blood sugar was mg. She had albumin- 
uria. 

She was promptly ordered have 450 alpha 
tocopherol daily, but some error the nurses admin- 
istered this for one day only; proper tocopherol medica- 
tion was not initiated until August Thereafter she 
made steady progress. The discoloration left the foot, 
her pain rest steadily decreased, and the gangrenous 
patch began detach superficial She got 
out bed August 17. September 25, she had 
pain and was sleeping well. small bedsore developed 
July 29, she was very bony. This responded slowly 
the tocopherols taken orally and the local use 
tocopherol ointment, and was gone November 10. 

October 17, the gangrenous patch had almost 
completely separated, leaving clean base. tiny abscess 
had tracked down the sole from the heel. This was 
drained and cleared rapidly. 

She left hospital December 20, 1952. She reported 
thereafter letter, mentioning April 1953, that her 
foot had finally become warm. There was complete 
healing July 28. She began use crutches August 
She was photographed again December (Fig. 4). 


Many these patients came with fully 
developed gangrene and They 
had previously been treated all the classical 
measures. The number and seriousness their 
complications are worthy mention. the 
thromboangiitis group the multiplicity opera- 
tions they had undergone and the advanced 
stage their disease previous tocopherol 
treatment are striking. 

From our data would appear that alpha 
tocopherol valuable the management 
small areas peripheral gangrene. not 


completely successful, particularly 


sclerotic gangrenes, but saves many toes and 
feet that otherwise would sacrificed. 
course, the results can achieve are demon- 
strated better individual cases than the 
over-all statistics. For should remembered 
that this series excluded case gangrene 
below the ankle, however serious 
seen. was not “selected”. Many obviously 
hopeless cases were deliberately 
tively with alpha tocophero] until amputation 
was compelled emergency. “selected” 
mistic data, but have been eager test our 
treatment the most unfavourable cases 
order discover its limitations. The result was 
often better than could have anticipated. 


Several other well-known 
coline (tolazoline,) Ilidar (azapentine) and Ronia- 
col] were used several desperate cases where 
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was obvious that alpha tocopherol was failing 
salvage the extremity. none were these 
adjuvants obviously helpful. This unfair 
test these substances, course, but indicates 
that where alpha tocopherol fails they are not 
apt help. 

Cases diabetic gangrene were more often 
salvaged than the other types, interestingly 
enough. Moreover, large percentage (50%) 
these diabetics insulin requirement subse- 
quently something noticed other 
studies the tocopherol treatment dia- 
This frequently occurred 
fore the gangrenous process had resolved—twice 
within three days initiating tocopherol treat- 
ment! fairness should add that several 
have appeared, denying the effective- 
ness alpha tocopherol diabetic patients. 


case which the gangrenous process 
the dorsum the toes advanced more than one 
inch proximal the toe webs was salvaged. 
the other hand, several with discrete gangrenous 
areas half way along the sole, even with 
extensive involvement the plantar aspect 
the heel, were rescued. 

Only one case gangrene the hand 
reported here. was healed with minimal loss 
skin only, although had originally involved 
about 75% the dorsal area four fingers. 

Some these arteriosclerotics and two 
betics came amputation for intractable pain 
only, although the gangrenous process appar- 
ently had been arrested even improved. 

Patients having Buerger’s especially 
must warned that their pain may increased 
tocopherol therapy the circulation returns 
ischemic resembles the painful 
thawing gelid extremity. This restoration 
tingling circulation may nearly indistinguish- 
able for time from the formication 
but rarely “burning” complained re- 
covering patients. 

Relief pain rest may the first sign 
improvement the affected extremity. On_ the 
other hand, continuation pain rest despite 
obvious resolution the gangrene definitely 
ominous. Pain alone can defeat the attendant 
physician, has been above. 

were unable develop criteria which 
could recognize what cases were most 
likely respond treatment. have seen the 
smallest areas arteriosclerotic gangrene con- 
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tinue worsen until amputation was demanded, 
and the other hand large areas diabetic 
gangrene which healed rapidly. therapeutic 
trial all cases seems indicated. The outcome 
not long doubt. 


would seem that alpha tocopherol may 
revolutionize the surgical prognosis small 
areas peripheral gangrene. trial this 
substance frostbite, trench foot, and im- 
mersion foot should undertaken those 
who have the facilities for such study. 


CONCLUSION 


Alpha tocopherol high dosage can salvage 
small areas peripheral gangrene, being more 
effective diabetics than arteriosclerotics 
and patients with thromboangiitis obliterans. 


The writers desire thank Webber Pharmaceuticals 
Limited Toronto, Canada, for liberal supplies the 
alpha tocopherol donated many these patients. 
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BEHAVIOUR PROBLEMS 
JUVENILE DIABETICS 


KATZ, M.D., Winnipeg, Man. 


FOUR QUESTIONS are dealt with this paper: 
Why concerned with behaviour problems 
emotional disturbances juvenile diabetics? 
Why there unusual incidence be- 
haviour problems juvenile diabetics? 

Were there many behaviour problems the 
staff juvenile diabetics seen the Children’s 
Hospital? 

What can done about behaviour problems 
juvenile diabetics? 

Why concerned with behaviour 
problems emotional disturbances juven- 
ile diabetics? 

Discussion: The significance emotional dis- 
turbances diabetic. 

The importance life experiences the onset 
and course diabetes mellitus has been con- 
stant topic discussion since Thomas Willis, 
300 years ago, remarked upon the sweet taste 
the urine few his patients, and said that 
the disease was caused prolonged 

Meninger 1935 pointed out striking tem- 
poral correlation between changes the dia- 
betes and changes the mental states num- 
ber psychotic 

juvenile diabetics found, preceding the onset 
the diabetes, incidents severe psychological 
stress 10, infections 12, and nothing 15. 

Rosen and Johns Hopkins studied, 
among group diabetics picked random, 
the diabetics who had been readmitted 


acidosis two more times after their initial regu- 
lation. The average number admissions 
acidosis was and two had had more than 
admissions. They found that almost every 
bout acidosis was due the patient’s know- 
ingly and purposefully disrupting the regulation 
his diabetes. Many had gone out their way 
acquire infections; many had stopped therapy 
for several days prior infection precipitat- 
ing the All were seeking escape from 
difficulties either flight into the hospital 
ending their lives (10 the had attempted 
suicide least once). Rosen and Lidz said, “It 
would difficult find patients who had 
been grouped together for any reason other than 
being psychotic, who were unstable.” 
Lawrence Cornell University 
joined the staff the Diabetic Clinic the 
New York Hospital, where took patients as- 
signed him rotation. Over period sev- 
eral years studied group diabetics 
thoroughly from the psychiatric well the 
medical viewpoint. found that nearly 
every case the onset the symptoms occurred 
setting significant life stress. Exacerba- 
tions the diabetes, associated with ketosis and 
coma, very frequently occurred during stressful 
life situations. Remissions the diabetes, asso- 
ciated with reduced insulin requirements and 
reactions, occurred during periods 
relative security. The latter statement was 
lustrated reference one patient whose in- 
sulin requirement fell from 130 units units 
when was removed from stressful situation 
home. This patient’s insulin requirement grad- 
ually rose again units when 
home. Hinkle found that labile diabetics often 
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were adults exposed labile emotional situa-. 


tions. also found that them and children 
acute interpersonal conflicts may lead diure- 
sis, and the rapid development ketosis, which 
may result coma. 


Hinkle sought find the specific metabolic responses 
situational life stresses which altered the diabetic 
status patient. order find these specific meta- 
bolic responses utilized information obtained 
and social case work induce situational 
ife stresses some the patients, and some non- 
diabetic controls. example, diabetic patient 
established, reported one morning fasting state—she 
had had insulin for hours. Blood and urine 
specimens were obtained and then Hinkle assumed 
critical, domineering, and hostile attitude the patient. 
referred her sexual fantasies and stated that 
was going give her some “truth serum” hour 
make her talk about them. returned hour 
and ran for minutes drip isotonic saline which 
she thought was “truth The patient this point 
displayed hostility and anxiety. this one hour and 
minutes her blood ketones had jumped from 
mg. (The range blood ketones diabetic 
coma from 200 mg. %.) The patient was then 
reassured and within minutes the blood ketones were 
back down mg. During this stressful situation, 
the urine output had jumped 4.7 c.c. per minute 
against normal 0.25 c.c. per minute. the 
three hours that the test lasted, the patient put out 
glucose the urine. said that the liver 
well-fed kg. man contains 110 glucose. 

Hinkle’s findings from these experiments were: 

Stressful life situations often produced fall the 
blood and serum inorganic phosphate—and rise 
the blood ketones. These effects were far greater 
the diabetic than the non-diabetic. There was also 
diuresis with major loss chlorides and water. the 
diabetic the glycosuria was markedly increased. 

Accompanying changes life situations, there may 
pronounced changes the glucose tolerance curve, 
and apparently the rate glucose uptake the 
tissues. 

situations fraught with anxiety, fright, and tension, 
found less elevated glucose tolerance curves, which 
were sometimes associated with relative 
within 3-4 hours. 

situations leading reactions dejection, resent- 
ment, and loneliness, there were higher and pro- 
creased, and there was larger insulin requirement. 

The symptoms brought situational life 
stresses were thirst, polyuria, dehydration, ketosis and 
coma. These occurred the absence changes the 
insulin intake, diet, activity, infection. 

Hinkle points out that the metabolic reactions the 
diabetic situational life stresses are the reactions 
non-diabetic person total starvation, the respiratory 
uotient approaching 0.7 because the utilization 
at, the the moderate diuresis the onset, 
and the “diabetic” glucose tolerance curve. 

therefore suggests that diabetes mellitus dis- 
order adaptation—and that persons showing this dis- 
order react various life stresses with physiologic 
response which appropriate starvation, 
appropriate the deprivation which they have suffered. 


Why there unusual incidence 
behaviour problems juvenile diabetics? 

Discussion: The etiology behaviour disturb- 
ances juvenile diabetics. 
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has long been recognized that the incidence 
behaviour problems far greater diabetic 
than non-diabetic children. Stephens and 
report that one their diabetic 
camps, fully out the children, chosen 
random, presented severe behaviour prob- 
lems—such resisting authority and discipline, 
breaking the diet, stealing, temper tantrums, 
introversion. 


Fischer and his Mount Sinai Hospital 
New York studied patients, all whom were 
younger the onset the diabetes. All these 
patients were followed for more than years, 
intimate knowledge all the patients was obtained and 
complete social and psychiatric work-ups were done. 
Adjustment the diabetes was considered excellent 
patient was happy home, school, and work, and 
his diabetes did not interfere with his daily life. their 
patients six made excellent adjustments, made good 
adjustments, made fair adjustments, and* made 
poor adjustments. Sixteen the who came from good 
excellent homes made good excellent adjustments, 
and three the who came from fair poor homes 
made good adjustments. Scholastic achievement seemed 
parallel the adjustment the child, and both were 
directly related the type home from which the 
child came. 


The emphasis, therefore, studying the eti- 
ology behaviour problems juvenile diabet- 
ics lies the home. Benedek' says “The trauma 
caused home the discovery diabetes 
child deeper and more stirring than that 
induced the discovery any other chronic 
disease. The mothers tend respond this dis- 
covery defensive and guilty manner.” Pro- 


the social-medical aspects diabetes mellitus, 
states, “The main problem one family ad- 
justments and unfortunately, tolerance and 
understanding the part the parents the 
first few years there self- 
pity and rejection.” 

There seem four major types parental 
reaction: 

tolerant, relaxed acceptance the dia- 
betes. 

Oversolicitous coddling and pampering— 
producing dependent child. 

Overprotectiveness—eventually evoking re- 
bellion the child. 

Resentment and rejection—producing bel- 
ligerent child. 

Also significance the study relation- 
ships within the home the child’s age. The 
young diabetic child, and eating home, 
relatively easy control, whereas the ado- 
lescent tends rebel against regimentation. 
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Sibling rivalry usually severe the homes 
juvenile diabetics. The normal children resent 
the extra attention given the diabetic, and 
turn, stigmatized the diabetes, feels even 
more insecure when sees the normal exchange 
affection between the other siblings and the 
parents. 

Outside the home, school and play, 
major disturbing factor that children natur- 
ally dislike being different from their fellows. 
Many juvenile diabetics attempt conceal their 
diabetes, and the fear having this 
discovered has coloured the lives many 
them. 


Turning now the effects the presence 
the diabetes the patient himself, Fischer 
al.* found relationship between the age on- 
set, the duration the severity the diabetes, 
and the patient’s adjustment it. They did find, 
however, that the complications and the fear 
the complications diabetes were import- 
Several their patients were anxious and 
depressed because the threat visual neu- 
rological complications. Hospitalization was 
necessitated severe infections, and this meant 
loss time. Changes the subcutaneous fat 
due repeated insulin injections were source 
embarrassment, especially the girls. Some 
patients were worried about their retarded 
growth and small stature. 

all the complications, seems 
the most important. The usual symptoms 
pallor, dizziness, sweating, tremor, hunger, 
and convulsions may may not present. 
Younger children may show only irritability and 
fretfulness, which conduct they may also simu- 
late attempt obtain candy. Older child- 
ren may show confusion, negativism, violent 
outbursts (the literature reports that diabetics 
may assault people undress public while 
hypoglycemic). Many juvenile diabetics are 
troubled fears these reac- 
tions and may limit their activities and outside 
interests. But the greatest danger lies the 
mental deterioration that occurs with repeated 
attacks. Gardner and 
report the case seven-year-old boy with 
111 and mildly abnormal EEG, who, 
when was returned months later from 
institution which had repeated hypo- 
glycemic attacks, was mute and performed 
five-year level. His EEG was strikingly worse, 
giving evidence cerebral damage. 
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One the major etiological factors the 
regimentation the patient’s life which neces- 
sitated the current therapy diabetes—life- 
long hypodermic medication, life-long urine test- 
ing and medical supervision, life-long qualitative 
restrictions high-gratification foods such 
candy and pastry. Incentives the child 
regiment his life are lacking—there may 
may asymptomatic, and many diabetics can 
carry normal activity for several years with- 
out the advised regimentation. Too many restric- 
tions may cause the child get “fed-up”, with 
resulting disregard his personal safety. 

Dietary restrictions, especially, can sources 
much difficulty. The child suddenly finds 
himself person set apart the family table. 
According “Many mothers, trying 
diminish their sense guilt the child hav- 
ing diabetes, become overzealous about the diet, 
and the child soon aware that food, which 
regarded poison, may used weapon 
this relationship the environment.” Candy, 
which frequently used reward, sud- 
denly forbidden, and children may interpret its 
withdrawal rejection. 


Attacking the dietary regimens, 1949 
opposed the grounds 
for all foodstuffs—the alpha and beta keto acids. 
went advocate free diets, “In children, 
diabetes characterized more labile metabolism 
than adults, with sudden oscillations between hyper- 
and hypoglycemia, with perpetual menace 
ketosis Diabetic children require adequate 
supply food for growth and development 
must take into account the psychological factors. The 
maintenance diet which observed not for 
weeks months, but for life harmful mental 
development, character formation, and social adjustment. 
There doubt that the diabetic regimen produces 
behaviour difficulties children. want the diabetic 
child develop normal way, not only physically 
but also For these reasons advocated free 
diets—that is, normal diet corresponding completely 
with that healthy children—the only restriction being 
avoidance over-indulgence. Lichtenstein claimed that 
children put free diets ate less than what many 
(ranging from 120 units) limit the glycosuria 
under per day, and tried keep the blood 
sugar under 200 mg. found that the incidence 
ketosis, precoma, coma was 
markedly reduced. While admitting that years was 
not long enough period which tell, felt that 
the incidence hypertension and calcification the 
arteries was less juvenile diabetics free 

iets than those restricted diets. 

Forsyth, Kinnear and 1951, joined the 
attack diabetic diets: “Each meal should ele- 
gant satisfaction appetite, rather than problem 
arithmetic and trial self-abnegation.” They put 
diabetics, chosen random, free diets, increasing 


their insulin required. They obtained successful con- 
trol using increased insulin dosages. (“What 
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two the regimen had stopped because they 
became too obese, two more because frequent 
insulin reactions. The remaining seven, who were the 
juvenile diabetics the series, required more than 
units insulin day, which was more than Forsyth, 
Kinnear and Dunlop were prepared give single 
injection; therefore all seven within three years 
starting the free diet had stopped. 

Forsyth, Kinnear and Dunlop reported that many 
juvenile diabetics showed rapid growth, advanced bone 
age, and precocious dental and sexual development, be- 
fore the onset the diabetes. This was thought 
due hyperactivity the anterior pituitary gland. 
free diets, the children continued grow abnormal 
rate. restricted diets, these growth processes slowed 
retarded and the diabetes improved. These 
workers also pointed out that prisoners war starva- 
tion diets showed signs anterior pituitary degeneration 
Simmonds-like picture). They, therefore, suggested 
that metabolic stimulus, such high-calorie diet, 
perpetuated the underlying pituitary overactivity 
these children. 

Their conclusions free diets were that “For the 
juvenile diabetic diet which generous enough 
allow for adequate growth and sexual function, will 
some extent result stimulation the anterior pituitary 
gland, and consequent worsening the diabetic 
state.” 

The contradictions between the conclusions Lichten- 
stein Forsyth, Kinnear and Dunlop remain 
settled. 


Were there many behaviour prob- 
lems the staff juvenile diabetics seen 
the Children’s Hospital Winnipeg? 

Discussion: Review staff juvenile diabetics 
seen Children’s Hospital between Janu- 
ary 1950 and December 1955. 


can seen from Table staff juvenile 
diabetics were seen the Children’s Hospital 
between January 1950 and December 1955. 
Fifteen were male and were female. 

1-15 

The first listed Table had behaviour 
problems. psychiatric referrals were made 
them, and nowhere the charts were there 
references behaviour disorders. The frequent 
admissions required for No. (R.H.) and No. 
(G.M.) were necessitated infections and the 
inability the parents handle their diabetes 
properly. 

Information about the remaining was ob- 
tained from social histories, psychiatric consul- 
tations, and personal inquiries. There were psy- 
chiatric referrals all 11. 


No. (B.N.), aged (1954) (Wechsler). 
She microcephalic who was mentally retarded from 
birth, and almost blind, She developed diabetes the 
age nine. The mother very The 
patient mixes poorly and has friends playmates. 

No. (R.M.), aged 16.—I.Q. (1945), 
was diagnosed diabetic nine months age, after 
having been ill for six months. According the mother, 
developed normally until two years, when began 
have frequent and severe bouts from 
which time failed progress mentally. EEG 
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TABLE I.—Review JUVENILE DIABETICS 
SEEN THE WINNIPEG, BETWEEN 
JANUARY 1950 DECEMBER 1955 


Duration Admissions 


No. Name Sex age onset disease diabetes 
M.M. 


showed spikes the left side; air encephalogram 
showed minor frontal atrophy. doesn’t attend school 
but remains home. dreads needles, and his mother 
has difficulty giving him his daily insulin injection. 

No. (F.P.), aged 17.—Last seen age 13. Low 
1.Q. stay his diet and frequently ran 
away from home. 

No. (G.H.), aged (Stanford-Binet). 
was Indian child who became diabetic 6%. 
was then removed from the reservation, and placed 
unsuccessfully several foster homes. was difficult 
balance his diabetes refused stay his diet, 
and stole food constantly. was eventually placed 
free diet but this, too, was unsuccessful because 
the variability his intake. was admitted times, 
frequently coma. was finally plated the Portage 
Home for Mental Defectives, where happy and 
his diabetes well balanced. 

No. (B.D.), aged (Wechsler). His 
father died when was young, leaving him the 
care dull and incapable mother. developed 
diabetes 11, and has always been poorly balanced, 
because his unwillingness co-operate 
mother’s inability control him. now the 
Manitoba Home for Boys Portage Prairie, after 
having been involved with adult homosexual. 

No. (P.G.), aged 17.—Last seen age 14. 88. 
was violent and uncontrollable home, frequentl 
assaulting his siblings, and frightening his parents wit 
threats about burning down the house. had 
friends. ran away several times. deliberately 
sought accidents. did not follow his diet and occa- 
sionally refused his insulin. 

No. (W.B.), aged 111 (Wechsler). was 
unco-operative home, and did not get with his 
stepfather, who occasionally whipped him. frequently 
ran away from home, precipitated himself into coma 
escape into hospital. was admitted five times 
the first year the Winnipeg General Hospital, 
and eight times the Children’s Hospital the next 
months. After his last admission the Children’s 
Hospital was placed the Sir Hugh John MacDonald 
Hostel, and referred back the W.G.H. Diabetic 
Clinic. This plan was not too successful, continued 
cheat his diet and was admitted seven times the 
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next months the Winnipeg General Hospital—a 
total admissions four years, was released 
from the Hostel few months ago into the care his 
own father, diabetic. 

No. (L.L.), aged 15.—I.Q. 109 (Wechsler). She 
was unco-operative child who used her diabetes 
weapon effort break the marriage her 
mother and stepfather. She refused her insulin, ate she 
pleased, and precipitated herself into coma several 
occasions. 

No. (G.H.), aged 15.—Her mother 
separated after short and unhappy marriage, and they 
have pulled the patient between them. She now lives 
with mother, who has always treated her like 
sister, with the result that she has not had real child- 
hood. She has friends her own age, and very 
lonely The mother not the 
patient has always been poorly balanced, doing little: 
herself help. She was hospital October 1955, 
with glaucoma one eye. She also suffers from the 
Kimmelstiel-Wilson syndrome. 

No. (V.C.), aged (Wechsler). She 
became diabetic and had many bouts hypo- 
during the first few years. she developed 
epilepsy, and has minor degree cerebral atrophy. 
She very unhappy and exhibits martyr complex. She 
does not get along with her mother, who rejects her, 
with her siblings, and does poorly school, 14, she 
Grade She has friends playmates, Her 
diabetes was poorly balanced and she stole food until 
put free diet, which requires 120 units insulin 
cover it. She has had admissions, many them 
coma. 

No. (R.B.), aged (Wechsler). has 
been admitted times coma precoma, and only 
four occasions were there infections. frankly 
admits that frequently brought the 
omitting his insulin injections. ward the 
Children’s Aid Society; his parents were not interested 
caring for him and have separated. Foster home 
placements were unsuccessful terrorized the foster 
parents manipulating his diabetes. more settled 


now, after placement the Children’s Aid Receiving 
Home. 


summary, the (15 male, female) 
staff juvenile diabetics seen between January 
1950 and December 1955, the Children’s Hos- 
pital, 42% male, female) had be- 
haviour problems. 

Nine the with behaviour problems re- 
fused follow their diets. Six manipulated their 
diabetes achieve their own purposes. 


Question 4:What can done about behaviour 
problems juvenile diabetics? 

Discussion: The management juvenile dia- 
betics with respect behaviour problems. 

There are few chronic diseases children 
which the role the physician more import- 
ant than diabetes mellitus. controls the 
child indirectly influencing the child’s home 
environment, and directly through the frequent 
contacts that makes with the child. 

important that the parents and the child 
should thoroughly acquainted with the nature 
and the management diabetes and its com- 
plications. Many physicians tell the patient and 
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his parents that the patient may lead normal 
life, and take normal diet (with certain restric- 
tions and qualifications), that progress the 
treatment diabetes has extended the life ex- 
pectancy almost normal, and that strict ad- 
herence the principles good treatment will 
enable him escape complications. While they 
must convinced the seriousness the 
disease, they should not terrorized it, for 
the parents’ part will increase 
the tension within the home. important 
ascertain whether not there have been other 
diabetics the family and what complications 
they may have had. 

attempt should made alleviate the 
sense guilt that prevalent among the 
parents diabetic children. 

having the mother confer with dietitian 
the dietary regimentation that necessary can 
eased. Some mothers, guided insightful 
dietitians, have found ingenious ways create 
interest meals for the diabetic 

Outside activities should encouraged. Par- 
ticipation youth groups such the Boy Scouts, 
church groups, YMCA, and hobby clubs, gives 
the child the much-needed sense belonging 
group, and reduces the insecurity that re- 
sults from the felt “difference”. 

Summer camps for juvenile diabetics help 
ease the feelings loneliness often present, 
giving the child chance associate with 
other diabetics his own age. Sending the child 
summer camps also gives the parents brief 
rest from the strain controlling diabetic 

One the most difficult problems presented 
the poorly controlled diabetic coming from 
emotionally disturbed morally poor home. 
the worst cases, apprehension child, with 
foster home institutional placement, neces- 
sary. Great Britain, hostels have been estab- 
lished for juvenile diabetics. There, supervised 
by.a trained nursing staff, children are taught the 
diabetic way life. They lead free and nor- 
mal life any child public boarding 
school.’ 

his direct contacts with the patient 
that the physician finds his best medium con- 
trol. states that when the patient comes 
under treatment, transfers the physician 
the attitudes and feelings with which usually 
faces the parent. warns against the physician’s 
becoming angry and scolding the patient—the 
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usual parental response—for dietary indiscretions 
neglecting his insulin injections. suggests 
instead that patience and understanding, with 
firm “failure approve” irrational rebellion, 
more efficacious. 

This view the physician-patient relationship 
shared many authors, among them Kennedy 
who wrote that the physician 
“must play the role the helpful, understanding 
guide, and not the punitive judge.” 

This view perhaps best phrased Samuel 
Harvard who wrote: 


“The psychologic objective treatment should 


the co-operation the patient not through anxiety 
the fear the disease the physician, but rather 
through the wish well and gain the physician’s 
approval. this end, the physician must sympathetic 
and must understand the difficulties experienced most 
diabetic patients following treatment. must recog- 
nize not only errors and defections but also achieve- 
ments. must capable providing the kind 
encouragement that will help the diabetic patient the 
daily self-denial required him. must aware not 
only that the stresses and strains life affect the 
patient’s ability persevere treatment, but also that 
important physiologic mechanisms contribute poor 
control when set into operation anger, fear, resent- 
ment, loneliness and dejection. 

“It further required the physician that 
nize realistically the fact that not all patients are capable 
doing equally well and that all his efforts some 
cases will produce great success. 

“The fact that diabetes requires treatment for many 
years not only offers the physician unique opportunity 
fill important supportive role the patient’s life, 
but even demands that so.” 


SUMMARY 


The diabetic status patient may vary 
with his emotional state because of: (i) Altera- 
tions the patient his therapeutic regimen. 
(ii) Metabolic reactions situational life 
stresses. therefore behooves physician 
concerned with the emotional problems 
juvenile diabetic. 

The major etiological factors the high 
incidence behaviour problems juvenile dia- 
betics seem be: (i) unsatisfactory home 
situation, made worse the presence 
diabetic child. (ii) The regimentation the 
patient’s life necessitated the current therapy 
diabetes. 

Forty-two per cent all staff juvenile 
diabetics seen the Children’s Hospital 
Winnipeg over recent six-year period had 
behaviour problems. 

physician who assumes the management 
juvenile diabetic must devote time and effort 
towards establishing good physician-patient 
relationship. 


JUVENILE DIABETICS 


The author indebted Dr. Wallace Grant, Dr. 
Sydney Israels and Dr. Harry Medovy the Winnipeg 
Children’s Hospital for their criticisms and suggestions. 
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CON DP CIP 


RESUME 


diabéte peut varier avec émotif malade 
selon les modifications que cet état peut apporter 
régime alimentaire selon les réactions 
précipite face des épreuves vie. est donc 

importance primordiale pour médecin 
tenir courant des conflits émotifs qui pourraient 
troubler ses jeunes diabétiques. Les principales causes 
difficultés dans comportement ces jeunes gens 

roviennent d’un milieu familial insalubre aggravé par 
imposée dans vie malade par les exigences 
thérapeutique actuelle diabéte. Quarante deux pour 
cent des enfants vus clinique diabéte 
des enfants Winnipeg depuis six ans présentaient des 
problémes comportement. médecin qui charge 
diabétiques juvéniles doit pas hésiter consacrer 
temps les efforts nécessaires établir bon rapport 
avec ses jeunes malades. 


LESIONS THE ILEUM ASSOCIATED 
WITH ULCERATIVE COLITIS 


The occurrence ulcerative lesions the terminal 
ileum some cases ulcerative colitis well docu- 
mented, and estimates the frequency high 
series 130 surgical specimens St. Mark’s 
Hospital (Counsell, Brit. Surg., 44: 276, 1956), 
presence ileitis did not depend the duration 
the history but was associated with chronic type 
ulcerative colitis without acute exacerbations. 
polyposis was found occur cases that had severe 
exacerbations, and retrograde ileitis was rarely associated 
with it. half the cases retrograde ileitis the ileo- 
valve was demonstrably incompetent. 
cidence was 17%. 

Another type ileal lesion found subacute ob- 
struction ileostomy, and this common the 
few weeks following its construction. consists 
discrete ulcers which may perforate form fistulas and 
may occur ileostomies done for other reasons than 
ulcerative colitis. These ulcers may occur some distance 
proximal the stoma, but the ileitis not like ulcerative 
colitis and always associated with dysfunction 
ileostomy. Regional ileitis (Crohn’s disease) and ulcera- 
tive colitis occur together too often coincidence. 
some cases seems that the ulcerative colitis 
secondary and clears the affected small bowel 
resected. 
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CIRCUMCAVAL 


TREATMENT TRANSECTION RENAL 
WITH 
URETER NORMAL POSITION 


WILLIAMS, M.D. and 
ANKENMAN, M.D., Vancouver, B.C. 


RETROCAVAL, postcaval and circumcaval ureter 
are terms synonymously used describe the 
position the ureter may take result abnor- 
mal embryological development the inferior 
vena cava. Circumcaval ureter appears the 
best descriptive term for the anomaly. 


Although longer urological curiosity, the 
comparative rarity the entity warrants the 
report case with successful surgical correc- 
tion plastic procedure. 


K.C., 25-year-old mentally retarded male, was first 
seen the outpatient department the Vancouver 
General Hospital June 29, 1955. Two weeks pre- 
viously was his family doctor for 
gonococcal urethritis. was referred the outpatient 
department for follow-up. Because mental deficiency, 
the patient was unable give intelligent history and 
most the details were obtained from the mother. There 
was indefinite history urinary frequency and 
occasional enuresis many years’ duration, but other- 
wise there were complaints referable the genito- 
urinary tract. There were significant past illnesses 
operations. 


The patient was young adult male, apparently 
healthy, height and weighing 150 lb. main- 
tained blank expression his face. The blood pressure 
was 120/80 mm. Hg. There were significant physical 
findings. 

showed red cells +2, and 
occasional white cell per high power field; 
mid-stream specimen urine cultured pathogens. 
The value was 108% (15.6 %); sedi- 
mentation rate was mm. one hr. White cell count 
and differential were within normal limits. The non- 
protein nitrogen was mg. V.D.R.L. precipitation 
test was negative. 


chest radiograph was negative. Intravenous pyelo- 
graphy demonstrated normal left kidney. There was 
hydronephrosis the right side with dilatation the 
upper ureter and kinking towards the midline the 
level the right fourth transverse process, suggesting 
the possibility circumcaval ureter (Fig. 1). 

The patient was admitted hospital July 17. 
lesion the lower urinary tract was seen. 
Retrograde pyelography demonstrated the hydronephrosis 
and dilatation the upper ureter seen the intra- 
venous pyelogram. The upper portion right 
ureter was shown take marked sweep towards the 
left, reaching the midline, and was felt that the 
picture was compatible with that circumcaval ureter. 


*From the Department Urology, General 
Hospital, Vancouver, B.C. 


Fig. 2.—Retrograde pyelogram; 
vena cava. 
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catheter inferior 


g 
Fig. 1.—Intravenous pyelogram, preoperative. 
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Fig. 3.—Retrograde pyelogram; catheter inferior 
vena cava (right oblique). 


Fig. 4.—Combined retrograde pyelogram and venogram. 


Reports: URETER 745 


Further studies were done simultaneously cathe- 
terizing the right ureter and inferior vena cava through 
the right long saphenous vein, and radiograph was 
obtained (Fig. 2). reported making artificial 
circumcaval ureters cadavers and, after catheterizing 
both the ureter and the vein, demonstrated that the 
oblique view there are three points which the ureteral 
catheter appears cross the venous catheter. felt 
that this was diagnostic circumcaval ureter. our 
own case, this point would have been shown had the 
ureteral catheter been able pass the kink the 
ureter (Fig. 3). After pulling both catheters down, 
simultaneous pyeloureterogram and venogram was ob- 
tained (Fig. 4). 

Urine specimens from each kidney and bladder were 
negative microscopic examination and routine and 
tubercle Differential phenol sulfon- 

hthalein test and Mosenthal tests were within normal 

August 10, 1955, the right kidney and ureter 
were explored under continuous epidural with 
Xylocaine. exploration the ureter was found 
dip behind the inferior vena cava the level L4; after 
circumscribing the vessel pursued its normal course, 
below the bifurcation the iliac vessels. There 
peared anomaly the inferior vena cava itself. 
The renal pelvis was transected obliquely above the 
ureteropelvic junction and the entire upper ureter mobi- 
lized. was brought around front the inferior vena 
cava and placed its normal position. The renal pelvis 
was re-anastomosed with interrupted sutures 000 
chromic catgut. No. polyvinyl tube was intro- 
duced splint through longitudinal incision below 
the line anastomosis. Deming nephropexy was done. 
Penrose drain was left the wound and the incision 
closed layers, using interrupted sutures chromic 
catgut. 

The postoperative course Chloram- 
phenicol was administered prophylaxis against infec- 
tion. light growth Proteus vulgaris sensitive sul- 
fonamides was obtained culture postoperatively from 
the tube and bladder. Postoperative infection did not 
become problem and the urine remained grossly clear. 
The tube was removed the 21st postoperative day. 
The patient was discharged the 38th postoperative 
day. was maintained Gantrisin daily, and 
followed the outpatient department. 

intravenous pyelogram five months postoperatively 
revealed normal collecting system the right side 
(Fig. 5). The patient was readmitted for cystoscopy 
and retrograde pyelograms January 16, 1956. 
pyeloureterogram showed slight deviation the right 
ureter towards the midline but there was evidence 
compression, obstruction, filling defect. The minor 
calices were sharply defined and there was evidence 
hydronephrosis. Cultures from each kidney and 
bladder were sterile. There were symptoms referable 
the genito-urinary tract. 


Since the first case was described Hoch- 
stetter? 1888, over cases circumcaval 
ureter have been reported the literature. 
Approximately one-third these have been dis- 
covered autopsy dissecting-room cadav- 
ers. The first clinical diagnosis was made 
1940. the cases which the sex 
known, has occurred four times more 
frequently males than females. There 
apparent reason for the difference sex rates. 
The average age cases seen clinically has been 


years. 
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Fig. 5.—Intravenous pyelogram five months after opera- 
tion. 


EMBRYOLOGY 


the embryo, the metanephros rises from 
the pelvic the lumbar position through three 
sets periureteric venous channels which are 
bilaterally symmetrical. Normally the supracar- 
dinal vein which lies dorsal the ureter persists 
form the inferior vena cava, 
ureter lies ventral and lateral it. The posterior 
cardinal vein which lies lateral and ventral 
the ureter, and the subcardinal vein which 
medial, undergo atrophy. Failure this normal 
sequence events may lead assortment 
anomalous variations. These were classified 
1952 Mullen and 

(a) The common anomaly persistence 
the posterior cardinal vein the permanent 
inferior vena cava, resulting the right ureter 
circumscribing the vessel. This has occurred 
the large majority cases reported. Laughlin® 
reported the entity unilateral kidney 
1954. 

(b) One case bilateral circumcaval ureters 
has been reported acardiac fetus. 

(c) Four cases have been described where 
both the supracardinal vein and posterior cardi- 
nal vein have persisted the right side with 
the ureter lying between two vessels. 

(d) Five cases double inferior vena cava 
due persistence the posterior cardinal vein 
the right and supracardinal vein the left 
are reported with right circumcaval ufeter. 
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(e) One case reported persistence both 
supra and posterior cardinal veins right and 
supracardinal vein left with the right ureter 
circumscribing the anterolateral vena cava. 


CLINICAL ASPECTS 


the majority cases, the ureter obstruct- 
the point contact with the inferior vena 
cava, resulting tortuous dilated ureter 
above hydronephrosis. These patients 
present with the usual picture ureteral ob- 
structive uropathy and there are symptoms 
peculiar the entity. There are few physical 
findings except for occasional right flank tender- 
ness and mass. Laboratory findings are those 
associated with hydronephrosis. 


DIAGNOSIS 


The characteristic x-ray appearance almost 
pathognomonic and easily recognized one 
familiar with it. elongated ureter passes 
medially the midline beyond the level 
the 3rd, 4th 5th lumbar vertebra. 
then crosses the inferior vena cava anteriorly 
pursue its normal pelvic course. The elongation 
and dilatation ureter above the site the 
obstruction along with the course around the 
inferior vena cava cause shepherd’s crook 
sickle-shaped deformity. Normally ureter falls 
away from the spine oblique view, 
contrast circumcaval ureter which 
does not change position. 


Intravenous and retrograde pyelography alone 
will almost always adequate demonstrate 
the deformity, but combination with catheteriza- 
tion the inferior vena cava and venography 
permits more exact diagnosis. 


TREATMENT 


Since the majority patients present with 
symptoms referable obstruction, the treatment 
surgical. 


CLINICAL CASES 


Primary nephrectomy 
Section and re-anastomosis ureter 
pelvis (results unsatisfactory five, 
which four required nephrectomy) 


Removal calculus only .............. 
Ligation and division inferior vena cava 
Division inferior vena cava and re- 

anastomosis after ureteral lysis ...... 
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the kidney not deemed salvagable, 
nephrectomy the procedure choice. the 
plastic procedures, would appear that the 
best results have been generally obtained 
transection through the renal pelvis, mobiliza- 
tion from around the inferior vena cava and re- 
anastomosis the normal position. 

1948 was the first ligate and 
divide the inferior vena cava means free- 
ing the ureter. Cathro' 1952 ligated the in- 
ferior vena cava typical case 
ureter with excellent result. The procedure 
considered, free from undesirable 
the majority cases and was the author’s 
impression this was more rapid and cer- 
tain method relief than plastic repair. 
double vena cava could demonstrated, 
ligation the obstructing half would par- 
ticularly applicable. Goodwin, Burke and Mul- 
len? 1953 divided the inferior vena cava, 
mobilized the ureter its normal position and 
re-anastomosed the inferior vena cava with 
excellent end result. Their paper discussing the 
case had not been published the time 
writing. 


SUMMARY 


case report circumcaval ureter pre- 
sented. good result was obtained transec- 
tion through the renal pelvis, mobilization 
the ureter from around the inferior vena cava 
and re-anastomosis the normal position. 
appears approximately the 21st instance 
which such plastic procedure correct the 
deformity has been successful. 

The embryology and clinical aspects the 
entity are briefly presented and the treatment 
reported cases reviewed. 
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UNUSUAL CASE 
PREGNANCY* 


MORRIS SABIN, 
FOOTE, M.D. and 
LOUIS LOWENSTEIN, M.D., Montreal 


associated with dead 
fetus infrequent complication incom- 
case this kind was encountered 
recently. reported because prior maternal 
complications created serious problem man- 
agement. 

These complications included initially isoim- 
munization the factor incompatible 
blood transfusion. Subsequently, there were two 
pregnancies with recurrent adherent placenta, 
culminating mechanical inversion the 
uterus. This was associated with acute renal 
insufficiency during the treatment the acute 
inversion. 

The patient was referred one (W.R.F.) 
for the present admission with the problem 
choosing suitable mode delivery dead 
fetus, the presence 
and with the aforementioned background. 


Mrs. H.K., years, gravida para Her first 
pregnancy terminated spontaneous abortion Janu- 
ary 

She was admitted hospital neighbouring city 
March 1948, two weeks before term, with eclampsia. 
She was delivered after medical induction, and then 
developed state shock undetermined etiology. This 
responded treatment with intravenous glucose solu- 
tion. Five days later, she received transtusion 
positive blood, having been crossmatched 
incorrectly Group positive. reaction was 
noted for elevation body temperature 101° 
for hours. She made uneventful recovery and was 
discharged with blood pressure 124/80 mm. 
The baby appeared but died several hours after 
birth. The cause death unknown. 

The patient’s third pregnancy ended missed abor- 
tion May 1949. 


1950, the patient had normal full-term pregnancy, 
delivering lb. oz. female. The baby did not develop 
jaundice and was perfectly healthy. However, the plac- 
enta did not separate and was removed 
manually one hour after delivery. 

March 28, the patient delivered normal 
female baby oz.) after normal full-term -preg- 
nancy. This baby also did not develop jaundice. The 
placenta again did not separate spontaneously, and 
manual removal the adherent was attempted 
one hour after delivery. Some difficulty was encountered 
and complete inversion resulted. The placenta was then 
removed, but the uterus could not replaced. The 
patient went into shock, and was given three bottles 
Group positive blood. She recovered from the 


the Department Obstetrics and and 
the Service the Department Medicine, 
Royal Victoria Hospital, and McGill University Medical 
School, Montreal, Quebec. 
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shock and the uterus was replaced abdominal opera- 
tion. Twenty-four hours later was noted that she had 

assed only small quantity urine, and within 
there was passage urine. diagnosis lower 
nephron nephrosis was made, and the patient was trans- 
ferred the Urology Service the Royal Victoria 
Hospital for treatment. 


Her intake and output were carefully supervised, and 
the patient was given Lipomul orally and 1/6 sodium 
lactate intravenously. Seven days later, the urine output 
had increased progressively 1860 c.c. hours. The 
patient had severe (4.2 which was 
treated multiple blood transfusions Group 
negative blood. reported normally invol- 
uting uterus. The consultant also made recommendation 
that section should performed any 
future pregnancy because the likelihood recurrent 
placenta accreta. The patient was discharged 
26, 1953, with blood non-protein nitrogen and 
urinalysis. 

The patient became pregnant again 1955, the last 
menstrual period being August 15. She first felt fetal 
movements January 1956, but these ceased suddenly 
quently disappeared well. The blood pressure and 
urinalysis were always within normal limits. The patient 
was referred the Royal Victoria Montreal Maternity 
Hospital March 11, 1956, for further management. 

Physical examination disclosed uterus enlarged the 
level the umbilicus, with absence fetal heart sounds. 

Laboratory investigations included urinary pregnanediol 
excretion, which decreased from 66.4 mg. 42.8 mg. 
per hours. The hemoglobin level was 12.6 
white cell count 8600, and sedimentation rate mm. 
corrected. However, the prothrombin time was seconds 
(normal seconds) and the prothrombin activity was 
70%. radiograph the abdomen revealed fetus 
months’ gestation, but with definite evidence 
fetal death. 

The patient was sent home with the expectation that 
she might deliver the fetus spontaneously. was con- 
sidered most likely that the fetus was dead, even though 
the urinary pregnanediol excretion was relatively 
and there was radiographic evidence fetal death. 

She was readmitted the Royal Victoria Hospital 
April 15, 1956—still undelivered. The uterus had not en- 
larged any further and the fetal heart sounds were 
absent. The value was 13.3 white cell 
count 9800, and sedimentation rate mm. corrected. 

The bleeding time was prolonged minutes (nor- 
mal minutes). The prothrombin activity had 
fallen 50%, and the prothrombin time was now 
seconds (normal seconds). The serum fibrinogen level 
April was 125 mg. (normal 300-600 mg. %). 
There was evidence excessive fibrinolysins, however. 
Clot retraction was poor. Mild thrombocytopenia 
platelets) was present (normal range 175,000-400,000). 

The patient was. genotyped Group negative 
(cde/cde). Her serum gave positive indirect Coombs 
test and contained protein agglutinins dilution 
64. These findings confirmed the opinion that the death 
the fetus was due erythroblastosis 

April 19, following consultation, 
section was There was marked tendency 
oozing blood during the operation, necessitating the 
500 matched blood. Vitamin was also admin- 
istered. The patient withstood the operation satisfactorily. 

The uterus contained macerated fetus weeks’ 
gestation size. The placenta was located the upper 
anterior wall the fundus. showed marked calcifica- 
tion with prolonged death. 
The fundus measured 1.75 cm. thickness, while the 
anterior walls the corpus measured 2.25- 
2.5 cm. thickness. 

April (first postoperative the serum fibrin- 
ogen level was 260 mg. and April risen 
580 mg. 
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The prothrombin activity was 95% Apri! 20, and 
the prothrombin time and bleeding time were normal. 
Urinalysis April was normal, with specific gravity 
1.022. The blood pressure during the entire hospitaliza- 
tion was never higher than 120/72 mm. Hg. 


The patient was discharged the 14th postoperative 
day after entirely uneventful convalescence. 


The development moderate degree 
necessitated prompt termi- 
nation this pregnancy. section 
was chosen the most suitable method 
delivery, opposed vaginal delivery, since 
eliminated the possibility recurrent in- 
version the uterus and its the 
same time, also prevents future child-bearing. 
This latter objective was desirable for several 
reasons. 

Firstly, there the likelihood recurrent 
adherent placenta with acute inversion. The 
relative thinness the uterine fundus probably 
contributed the original inversion. also 
offers support retrospect the above con- 
tention. 

Secondly, was considered that this 40-year- 
old patient should not run the risk any further 
damage her kidneys, such might accompany 
the development shock acute inversion 
the uterus. Repeated urinalyses were within 
normal limits recovery from the lower 
nephron nephrosis 1953, but this did not 
exclude the possibility residual mild renal 

Thirdly, and least important, was the develop- 
ment erythroblastosis foetalis severe de- 
gree. The prognosis for future pregnancies 
ameliorated the fact that the father hetero- 
zygous, positive, and that two normal 
babies had been born previously. However, the 
patient has developed 
sequel intrauterine fetal death this preg- 
nancy, and the possibility such recurrence 
could not discounted for the future. 

interesting aspect this case the rapid- 
ity with which the fibrinogen level returned 
normal. The amount serum fibrinogen doubled 
within hours postoperatively, ‘and within 
four days was the upper limit normal. 
This indication the capacity the liver 
synthesize fibrinogen. The patient 
ceived fibrinogen the time operation, 
but this was probably transient importance 
only restoring the fibrinogen balance. The 
most important factor was the removal the 
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major source thromboplastin—that is, the 
placenta and decidua. 

The diffuse oozing blood noted the 
operation was probably due the combination 
moderate fibrinogen depletion with decreased 
prothrombin complex activity. 

The patient’s history and clinical examination 
indicated fetal death about the 25th week 
gestation, but radiography did not substan- 
tiate this impression. Subsequent postoperative 
examination the fetus confirmed the clinical 
impression, however. This feature emphasized 
because indicates that x-ray findings are not 
always reliable index fetal death. 

interest that the patient normoten- 
sive and shows. gross impairment renal 
function three years after episode acute 
renal insufficiency. 


SUMMARY 


patient with history recurrent adher- 
ent placenta, acute inversion the uterus, and 
lower nephron nephrosis, developed hypofibrino- 
genemia following intrauterine fetal death due 
erythroblastosis 

The management this case 
ean section discussed. 
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ACQUIRED TRAUMATIC 
CESOPHAGO-TRACHEAL 


REPORT SUCCESSFUL SURGICAL 
TREATMENT CASE 


Toronto 


HAS BEEN WRITTEN the subject 
cesophago-tracheal fistula, but mostly the 
congenital variety. Relatively little has been 
written the acquired variety this entity, 
malignant disease these organs. Most those 


the Lockwood Clinic, Toronto. 


not due malignant disease are due infec- 
tion. There real paucity information about 
the acquired traumatic variety, those 
reportedly due external violence are very few 
indeed. Little has been reported the direct 
management this condition. 


HIsTORICAL 


The acquired type was probably first described 
McDonnell 1844, and this was autopsy 
Monserratt the world litera- 
ture this general subject 1941 and found 
670 cases, which 222 were congenital, 367 
neoplastic, infectious and traumatic.? The 
direct surgical approach method handling 
this condition was first advocated 
Poucet 


GENERAL REMARKS 


There are number reports acquired 
non-malignant cesophago-tracheo-bronchial 
Coleman and Bunch? 1950 reviewed 
cases acquired non-malignant cesophago- 
tracheo-bronchial fistula. these were ap- 
parently due infection and were classed 
due traction diverticulum. Trauma was the 
etiological factor one out three these 
cases. was further stated that when com- 
pression injury the thorax the responsible 
factor, the fistula will communicate with the 
trachea three times out four. However, when 
foreign body instrumentation the cause, 
seven out eight will communicate with the 
right left main stem bronchus. 

very comprehensive review was published 
Hughes and 1954. They reported 
which were supposedly the traumatic 
variety. these 84, were handled surgically, 
but only direct surgical repair, with three 
deaths. Thus nine new cases were added 
Coleman and Bunch’s original series. The case 
being discussed this report will bring the 
reported total 85, increasing the traumatic 
variety and the successful management 
direct surgical repair 12. Reports the de- 
velopment this condition non-penetrating 
external violence are 17, 19a, 20-25 Only 
5.3% Coleman and Bunch’s original series 
were due this cause. 
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ETIOLOGY 


number causes have been advanced 
factors the development acquired 
cesophago-tracheo-bronchial 

Infections cesophagus, trachea pleura, 
tuberculosis, lues, fungous disease, suppuration, 
non-tuberculous empyema. 

Trauma—direct cesophagus—instrumenta- 
tion, etc., external non-penetrating violence, in- 
cluding blast injury. 

diverticula. 

(an agonal manifesta- 
tion some cases cerebral disease). 

Foreign bodies, including bullet wounds. 
Broncholithiasis. 

Chemical and lye. burns, etc. 

Peptic ulceration. 

Spontaneous. 

10. Aneurysm, 


MECHANISM 


traumatic case, underlying pathology 
any the types listed above must kept 
mind. Several articles have appeared suggesting 
that possibly all traumatic cases traction 
diverticulum has been present, often long ante- 
dating the injury. This condition could have 
been brought about tuberculous lymph 
node which healing became firmly fixed 
the tip the tiny traction diverticulum the 
posterior membranous side the trachea 
astinitis, also long antedating the injury, has 
been suggested etiological background 
traumatic too broncholiths the 
point eroding through the trachea, bronchus 
cesophagus have been 

The mechanism, when the fistula due 
penetrating injury, foreign body, instrumenta- 
tion and the like, relatively easy under- 
stand. However, most cases where there 
non-penetrating external violence, the mechan- 
ism somewhat obscure. Certainly rib fracture 
would appear play part, almost in- 
variably nowhere near the site the fistula 
formation. Some speculation the mechanism 
these cases and simple rupture 
has When the external 
injury has been blow the abdomen, 
possible that the stomach distended with 
fluid will transmit the force some weak 
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point the cesophagus which “blows out” into 
the trachea. Others have described “shearing” 
force the mechanism. 


seems reasonable suppose that there 


must some pre-existing fixation the 


cesophagus the posterior side the trachea 
bronchus which antedated the external 
violence. This fixation must certainly inflam- 
must true even where due 
blast injury, and where increase the 
intraluminal pressure the cesophagus could 
distension the cesophagus caus- 
ing tear. more detailed description given 
Derbes and Mitchell the basis their 


CLINICAL FEATURES 


Certain clinical manifestations are common 
fistula. Clinically the diagnosis the well- 
established case should relatively easy. 
Generally, few seconds after swallowing fluids, 
the patient has sudden choking sensation. 
This immediately followed severe 
paroxysm coughing and spluttering-out 
least portion the ingested fluid. The patient 
usually unaffected solid food. lying 
certain positions, the patient may able 
avoid getting much liquid into the respiratory 
gnomonic—after ingestion fluid, rales can 
heard over one both lung 


the traumatic case, course, history 
injury will antedate the appearance the clini- 
cal picture. Frequently, the case external 
non-penetrating violence, the patient will have 
been unconscious for varying periods time. 
The presence surgical emphysema the neck 
tissues should make one suspicious fistula. 
Not infrequently injury the great vessels may 
accompany this entity. The majority these 
patients will succumb long before the ceso- 
phago-tracheal fistula manifests the 
conscious patient, with the lesion clinically 


suspected, there are various adjuncts 


nosis: 


(a) Under the fluoroscope, swallow 
iodized oil will usually decide the diagnosis and 
produce unilateral bilateral bronchogram, 
depending upon the site the fistula. 
oil preferred barium, which causes more 
reaction the respiratory mucous membrane. 
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However, the case herein reported, barium 
produced apparent untoward reaction. 

(b) This extremely useful 
and will fairly well establish the level the 
fistula formation, most important feature 
direct surgical approach used. The 
fistula will usually appear small slit which 
opens with respiratory movements and may 
show surrounding inflammatory reaction. 

(c) Bronchoscopy useful establishing 
the site the fistula, but not infrequently 
nothing can seen from the bronchial side. 
swallow methylene blue during broncho- 
scopy may help. 

The fistula may not manifest itself for some 
little time after injury. Concomitant severe 
injury other organs may often take precedence 
before adequate investigation can done 
suspected fistula case. 


TREATMENT 


Various forms therapy have been advocated 
for this condition. Certainly until recent years, 
most therapy inclined conservative ap- 
proach. Treatment has varied from the “do 
nothing, general supportive therapy”, the 
direct radical surgical approach. 

Coleman and Bunch’s original two- 
thirds received specific therapy. the 
not surgically treated, died, were cured 
and there were unknown results. the 
treated surgery, were cured, died and 
showed improvement. 

course case syphilis tuberculosis, 
specific therapy should instituted regardless 
the other background the case. 

may possible close very small fistulze 
endoscopic cauterization with silver nitrate 
sodium This procedure will 
not always result permanent cure, especially 
the fistula any great diameter. has 
apparently resulted cure the occasional 
case with very tiny fistula. Electrical cauteriza- 
tion has also been any hope 
permanent cure established, the vast 
majority cases, the consensus would 
strongly favour the direct 

Because the duration symptoms and 
ensuing state malnutrition, many cases will 
require general supportive therapy, combined 
with preliminary surgery. 


ostomy gastrostomy has been advocated 
can corrected the simple use in- 
dwelling Levine many, especially 
they can discovered early, 
operative therapy will necessary than any 
major surgery involving 
tract. 

the presence infection the medi- 
astinum, preliminary thoracotomy and medi- 
astinal drainage has been urged primary 
step, combined with appropriate 
still other cases, which bronchiectasis may 
have developed due long-standing fistula, 
may necessary consider combined 
lobectomy pneumonectomy and excision 
the fistula with repair the cesophageal and 
tracheobronchial 


well remember that cesophageal 
stricture, present, will affect the successful 
outcome surgery and will probably have 
The presence such complicat- 
ing factor should, possible, determined be- 
fore surgical intervention 

the vast majority cases, thoracotomy and 
the direct surgical approach the method 
choice. The level the fistula is, course, im- 
portant determining the site the thora- 
cotomy. The right chest affords the best ap- 
proach, and most instances this will 
through the bed the 4th 5th rib, which 
usually excised. The main azygos vein must 
ligated and severed. This affords easy and 
direct approach the cesophagus. After incision 
the mediastinal pleura overlying the ceso- 
phagus, dissection reveals the site the fistula. 
This can then transected and the resulting 
defects the cesophagus and trachea closed, 
usually with interrupted fine silk sutures 
both cesophagus, with second re- 
inforcing layer silk sutures for the cesophageal 
position flap mediastinal pleura between 
the suture but this hardly seems neces- 
sary. The mediastinal pleura resutured, leaving 
small defect inferiorly for drainage. 

Most descriptions the operative procedure 
would indicate that the patient operated 
cases, consideration should always given 
using the face-down prone 


The advantages afforded this approach, 


| 
| 
q 
- 


concerns some the main features repair, 
will discussed later. 


There are, course, problems 
communication large. the balloon the 
intratracheal tube can interposed between 
the carina and the fistulous opening, there little 
problem. If, however, there not sufficient 
space between the two, one might well consider 
the use intratracheal tube the Magill 
type, which has balloon cuff, but simply 
close fit. Any long-standing loss positive: 
pressure could well prove embarrassing. bal- 
loon cuff used, the possibility its being 
some such, must seriously considered. There 
stem secondary bronchus. 


Postoperative care will much the same 
after any major gastro-intestinal surgery, with 
intravenous feedings and general supportive 
therapy. Some advocate the indwelling duodenal 
tube, others are definitely against it. This 
probably matter choice for the surgeon. 
Some allow feedings mouth the second 
postoperative others not until the seventh 
postoperative Again this probably 
matter individual choice. The third fourth 
day seems reasonable medium. The chest 
drain usually removed hours. wise 
continue antibiotics intramuscularly for 48-72 
hours. goes without saying that blood loss, 
etc., must restored. Aspiration the chest, 
indicated x-ray, must carried out after 
the removal the chest drain. 


Mr. L.M., 35-year-old white male, French Cana- 
dian descent, presented for investigation February 11, 
1956. The family history was irrelevant. 


The patient had been involved car accident 
September 25, 1955, and had struck the steering wheel 
the course being thrown from the car. Admitted 
hospital, was unconscious from 3:00 a.m. Sunday 
until noon, Monday, September 26, 1955. The 
patient was told had sustained skull fracture, and 
had been noted that there was air the tissues about 
his neck. stated that his neck was swollen both 
sides. had also complained chest pain anteriorly 
and the left. 


The chief complaint, however, which still persisted 
his visit the Clinic, was that since the time his 


accident, when swallowed liquids had choking 


sensation within few seconds, followed immediately 
severe paroxysms coughing and spluttering 
portions the imbibed liquid. Solid food had little 
such effect. 

Investigation, both the admitting hospital and later 
(December 1955) doctor’s office, including x-rays, 
apparently failed reveal the etiology the patient’s 
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complaints. The patient was told that would probably 
“grow out” his complaints. The symptoms, however, 
persisted. 

was well-developed, thin male, who 
over the past five months. Results physical 
examination were within normal limits. The patient 
had normal swallowing reflex and complete neuro- 
logical examination was negative. 

normal. Blood: 
value 107%; white cell count 9950; E.S.R. mm. 
one hour; blood Wassermann negative. X-ray chest: 
fracture the 7th left rib anteriorly near mid-axillary 
line, healed. The chest was otherwise within normal 
limits. X-ray and stomach with barium: 
stricture dilation; quantity thin barium spilled 
out the cesophagus into the trachea just above the 
bifurcation and produced partial bronchogram bilater- 
ally. The stomach revealed abnormality (Fig. 1). 
cm. from the incisor teeth 
there was fistulous opening, slit-like and cm. 
length through anterior wall cesophagus and appar- 
ently into trachea. This tended open inspiration. 
There was surrounding inflammatory reaction in- 
duration. Bronchoscopy: lesion discernible. 

stula. 

Admitted hospital February 26, 1956, 
pared for surgery with intravenous feedings, dietary 
supplements and vitamins, including the administration 
antibiotics for hours preoperatively. Indwelling 
duodenal tube feeding was not necessary this case. 

Operation (February 29, 1956). 

The patient was placed the position, 
with intratracheal ether 
approach was used for right thoracotomy through the 
bed the 4th rib, which was excised. The lung was 
collapsed and retracted downwards and forwards. The 
communicating azygos vein above the root the right 
lung was severed between double silk ligatures. The 


Fig. 1.—Bronchogram produced barium cesophageal 
swallow, and demonstrating cesophago-tracheal fistula 
approximately cm. above the carina (24 cm. from in- 
cisor teeth). 
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after operation with evidence leak. (Note displace- 
ment right operation site.) 


mediastinal pleura was then incised from the root 
the right lung upwards for distance inches (12.5 
cm.), overlying the trachea and cesophagus. 


The was found quite adherent 
the trachea over distance two inches, just above 
its bifurcation. With considerable difficulty the cesopha- 
gus was dissected and isolated both above and below 
this adherent area. Penrose drain was passed about 
the above and below, and the cesophagus 
retracted and rotated towards the right. The adherent 
area was then carefully dissected from all sides until 
finally the fistula was isolated. was 
less than cm. length but 0.5 cm. diameter, and 
cm. inches) above the carina. 

The fistula was cut across, producing immediate 
leak from the trachea. This, however, was 
quickly and easily closed fine interrupted silk sutures 
the posterior membranous portion the trachea. 
This particularly demonstrated the advantage the 
“prone” position for this abnormality, permitted 
rapid and easy access the posterior surface the 
trachea, which immobile organ and 
where any long continued leak might prove 
embarrassing. 

The cesophagus was then easily rotated from left 
right until the fistulous defect its anterior surface 
was demonstrated. The mucous membrane was approxi- 
mated with interrupted fine silk sutures and this suture 
line was reinforced with muscular layer interrupted 
fine silk sutures. 


The cesophagus was returned its normal site 
(although this must qualified view the post- 
operative radiograph (Fig. The mediastinal pleura 
was closed with interrupted fine silk sutures, except 
inferiorly where was left open for distance 
provide drainage. The pleura, musculo- 
fascial layers and skin were closed the usual fashion. 
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The patient had uneventful postoperative course. 
indwelling duodenal tube was aot employed. The 
chest drain (under-water seal type) was removed 
hours. Five hundred c.c. bloody fluid was aspirated 
from the chest the third postoperative day. The 
patient was maintained antibiotics and intravenous 
feedings for five postoperative days. was allowed 
swallow sterile fluids the third postoperative day. 
Soft foods were added the fifth day and full diet 
was reached the tenth. remained relatively afebrile 
throughout. 

After one month with the patient completely asymp- 
tomatic, the cesophagus was distended slightly with 
barium demonstrate without question that further 
cesophageal leak existed (Fig. 2), but there was some 
right lateral displacement the cesophagus the 
operation site. Two months after operation the patient 
remains well and asymptomatic. 

believed that this the fifth case reported 
this particular variety cesophago-tracheal fistula 
which direct surgical repair was undertaken, and the 
third successful result. 


Certain features deserve emphasis: 

especially the presence air emphysema 
the cervical tissues, should arouse interest the 
possible presence tracheal cesophageal 
rupture. When combined with the symp- 
tom coughing following the 
swallowing fluids, investigation for the 
presence 
fistula mafidatory. 

(b) The operative posture the patient 
would seem some importance. The 
trachea relatively immobile organ. The 
can usually mobilized and rotated 
either direction with comparative ease. For 
most thoracotomies, the semi-lateral position 
will appreciated how the defect the 
posterior membranous surface the trachea 
may difficult visualize after transection 
the fistulous tract. Under these circumstances, 
leak has taken place, becomes 
mandatory close the tracheal defect quickly 
with approach, solves these 
difficulties. When the fistula encountered 
this position, one looking directly down 
the posterior membranous surface the trachea. 
The defect under direct vision and can 
easily sutured with surety, and any “positive 
pressure” leak corrected matter moments. 
The cesophagus, course, can easily rotated 
until the defect presents, which can then also 
easily sutured. 

(c) From the pathological findings the 
case herewith reported, would seem im- 
portance consider that previous localized 
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mediastinitis, causing segmental adherence 
the trachea and cesophagus over small surface, 
must play etiological role the mechanism 
this entity. seems almost inconceivable that 
spontaneous fistula could occur between these 
two separate and mobile organs they had not 
become adherent some point, produce 
focal point for transmission the forces 
external thoracic violence. Presumably the medi- 
astinitis could tuberculous, luetic non- 
specific. tiny pre-existing traction diverticulum 


would seem distinct possibility an.: 


etological factor. 

(d) important that, once the fistula has 
been transected, both the tracheal and cesopha- 
geal defects closed. Cauterization with silver 
nitrate, sodium hydroxide electricity would 
have little place the therapy this condition, 
particularly the fistulous tract has become 
epithelialized, matter how tiny. 


SUMMARY 


brief review the literature acquired 
traumatic fistula has 
been presented. 

discussion the possible mechanism 
this lesion has been undertaken. 

description the salient clinical findings, 
together with the diagnostic features this 
presented. 

The advantages the “prone” position 
for the surgical approach stressed, both from 
the point view and ease 
surgical repair. 

The feasibility direct surgical repair 
emphasized. 

This believed the fifth such case 
which direct surgical repair has been under- 
taken, and the third such case successfully 
operated upon. 
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ACUTE MYOCARDIAL INFARCTION 
OCCURRING DURING 
PREGNANCY 


MYERS, M.D. and 
SHARPE, M.D., Brandon, Man. 


CAREFUL SEARCH the literature shows only 
eight reported cases woman suffering 
myocardial infarction while There 
have been few accounts pregnancy occur- 
ring subsequent myocardial infarction. 
these reported cases, conception took place six 
months three years after the myocardial in- 
farction. The infarction occurred this case 
when the patient was six weeks’ pregnant and 
being reported because its rarity. 


This 39-year-old housewife, mother one child, 
aged three, was seen June 29, 1955, with complaints 
sudden retrosternal pain which radiated into both arms 
and which was accompanied sweating and lasted two 
hours. There was history previous cardiovascular 
disease hypertension. the time onset, pregnancy 
was not known present. Functional enquiry, how- 
ever, revealed that the patient had missed one menstrual 
period and had been nauseated for the week prior the 
onset the acute retrosternal pain. 

Because the nature and severity the pain, the 
patient was given morphine grain hypodermically and 
admitted Brandon General Hospital. 

There was recurrence this pain, but she con- 
tinued nauseated. Physical examination showed 
elevated temperature 99.6° for four days. The 
pulse was and regular and the respirations were 
normal, There was jugular vein distension and the 
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lungs were clear. The heart was not 
enlarged and there were murmurs. 
The blood pressure was 125/80 mm. 
Hg. The was normal and 
pelvic examination was not revealing 
the time admission. 

Laboratory examinations July 
showed the blood picture be: 
value red cell count 
3,650,000; sedimentation rate, mm. 
(Westergren). The sedimentation rate 
increased mm. July 12. 

pregnancy test (Friedman) done 
1955, was reported positive. 

Serial electrocardiograms were done 
and the first one June 30, 1955, 
the day following the onset the 
illness, was normal. 

The next tracing July 1955, 
showed signs acute posterior in- 
farction (Fig. 1). 

third tracing July 12, 1955, 
showed further changes acute in- 
farction (Fig. 2). 

tracing taken July 28, 1955, 
showed change from July 12, 1955. 

August 10, 1955, six weeks 
after the onset illness, the ECG 
was beginning return normal. 

November 14, 1955, four and 
one-half months after the onset, the 
ECG was almost normal (Fig. 3). 

repeat blood count done 
August 1955, showed the value 
68; red cell count 3,860,000; 
white cell count 7800. Red cells 
smear were normochromic 
mocytic. 

Except for some nausea and anorexia 
during the first few weeks, the course 
illness was uneventful. The patient 
August 28, 1955, and was this 
time showing the signs 
months’ pregnancy. 

The treatment given this patient 
was six weeks’ complete bed rest, 
sedation for restlessness, antinauseant 
drugs, and anticoagulants. Dicoumarol 
was given for four weeks, July 
July 28, doses maintain the 
prothrombin index about 30% 
normal. 


During the last two weeks hos- 


pital stay, she gradually became 


ambulant. 


The last two trimesters her 
pregnancy were uneventful and she 
required special care. Her toler- 
ation for iron plus vitamin type 
medication was poor, but the degree 
her not increase and 
her diet was normal during the latter 
part her pregnancy. 

January 27, 1956, this patient 
was delivered the Brandon General 
Hospital Dr. R.F.M., Ib. 
oz. normal girl. The presentation 
was left occipitoanterior and all 
stages labour were normal. The 
B.P. was 140/90 and there were 
signs heart failure during labour 
post partum. She was discharged 
from hospital February 1956. 

February 15, 1956, the patient 
had sudden onset pain the 
left chest anteriorly, extending into 
the left axilla. This pain was sharp 
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LEAD AVF 


Fig. and AVF are inverted and coronary shape. flat 
Vs. change from June 30, 1955. Interpretation—postero-lateral infarction, 
acute. 
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nature and worse deep breath- 
ing. The patient was seen the follow- 
ing day and the, temperature was 
101° F., pulse and regular. There 
was pleural rub the left axilla 
and signs consolidation the left 
axilla and lower left 
She was admitted Brandon General 
Hospital February 16, 1956, with 
diagnosis lobar pneumonia with 
pleurisy. 

The white cell count was 12,100. 
The urine was negative for albumin 
and sugar, and microscopic examin- 
ation was negative. The sedimenta- 
tion rate became elevated 
(Westergren) February 18, 1956, 
and March the sedimentation 
rate was and the white cell count 
7100. radiograph the chest sub- 
stantiated the diagnosis pneumonia 
with pleurisy. 

Treatment included bed rest, co- 
deine for pain, and 400,000 units 
procaine penicillin daily for eight 
days. 

The fever responded promptly 
the penicillin, and the patient’s gen- 
eral well-being improved. This seemed 
pneumonia. There were cardiovas- 
cular complications. March 
1956, the patient developed acute 
purulent conjunctivitis. This responded 
promptly Spectrocin unguentum 
topically the eyes. Because its 
short duration and response anti- 
biotic ointment, was thought that 
this was bacterial infection and not 
infection, although detailed labor- 
atory procedures were done. The 
pneumonia and pleurisy resolved and 
the patient returned home March 
1956. 

Since this time, the patient has 
remained well except for some back 
pain and easy fatigability, which has 
basis poor stamina and 
anxiety state and not due poor 
cardiovascular She has had 
domestic help aid caring for the 
baby and gradually has been resum- 
ing her household duties. Physical 
examination, 
pressure and ECG one year after her 
acute infarction are normal. 


the onset this illness, 
was not known whether 
not the patient was pregnant. 
There were definite signs 
early pregnancy the 
patient had missed menstrual 
period occasionally. the fifth 
day illness, electrocardiogram 
tracings supported the diagnosis 
acute infarction, and doses 
dicoumarol were started. 
Two days later, Friedman 
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now more deeply inverted. Interpretation—further changes 
acute postero-lateral infarction. 
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Fig. 3.—T waves 
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LEAD 


are now all upright—Ts flat. relatively normal tracing. 


pregnancy test 
positive. Despite this accom- 
panying condition pregnancy, 
was thought advisable treat 
the coronary condition primarily. 
anticoagulant therapy was 
controlled ideally, there should 
hemorrhage and theoreti- 
cally abortion. Consequently, 
dicoumarol was administered 
for four weeks, the prothrombin 
index remaining about 30% 
normal. Despite the possibility 
that hemorrhage abortion 
might complicate her condition, 
there seemed precedent 
for dealing with such case and 
the anticoagulants were used 
treat the infarction. 

The question interrupting 
the pregnancy also arose. There 
was obstetrical reason for 
doing and there seemed 
medical one. our opinion, 
interruption pregnancy was 
contraindicated, and the parents 
were very desirous having 
more family. Generally speak- 
ing, women with heart .disease 
not have too many complica- 
tions when they become preg- 
nant and most them are best 
delivered normally. 

pregnancy progressed, the 
infarct healed evidenced 
the absence cardiac signs and 
symptoms and serial ECG 
tracings. Consequently she went 


normally lb. healthy 
baby. 


SUMMARY 


case myocardial infarc- 
tion occurring woman six 
weeks pregnant 
The patient was treated with 
bed rest and dicoumarol and 
allowed term and 
delivered the normal way. 
Both are doing well one year 
following the onset infarction. 
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ADDENDUM 


The latest EGG tracing normal. 


The authors wish thank Dr. Coke, Winnipeg, and 
Dr. Findlay, Brandon, for help obtaining adequate 
references. 
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FOUR CASES ADVANCED AND 
FULL-TERM ECTOPIC PREGNANCY 


OTTO BRUCKSCHWAIGER, M.D., 
F.R.C.S.[C.], Glace Bay, 


IMPLANTATION the fertilized ovum 
nearly always leads complications. Causes are: 
(1) the relatively poor vascularization the 
extrauterine nidation site; (2) the vulnerability 
organs not able withstand such insults 
villous penetration and continuous pressure 
the gestational sac; (3) the close contact be- 
tween the highly infectious bowel contents and 
the excellent nutrition medium the chorion. 
Possible are tubal abortion, rupture 
the tube, death the fetus with mummification 
and lithopedion formation, opening intestine 
and blood vessels villi, and infection mem- 
branes and amniotic fluid. 


Only exceptional cases does the ectopic 
pregnancy progress term. Then the difficulty 
its recognition arises. Picard’s aphorism states 
that recognition rarity demands only that 
borne mind. This was again exemplified 
the author’s observation and diagnosis four 
cases advanced ectopic pregnancy within the 
past years. 


1.—K.L., 1946, Waidhofen Hospital. 


This 40-year-old para gravida her 
last menstrual period October December 
slight bleeding occurred association with 
pains the right lower abdomen. She had been ad- 
mitted another district hospital where her pregnancy 
was considered normal. Except for occasional ab- 
dominal pain the pregnancy progressed undisturbed. 
sentation the patient was admitted this hospital 
July 29, 1946. She was found term and good 
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general condition. The abdomen was oblique oval, 
and the fetal head could felt under the right costal 
margin with the breech the left lower quadrant. The 
fetal heart sounds were exceptionally strong and varied 
considerably intensity and rhythm. The small fetal 
parts seemed almost immediately beneath the 
skin, rectal examination the cervix seemed 
normal. mass could felt the right 
anterior pelvic quadrant and was thought the 
breech. Medical induction was attempted 
sults. vaginal examination the mass the pelvis 
could identified the empty uterus, and was not 
until then that the tentative diagnosis full-term ectopic 
pregnancy was made. the same day the patient expe- 
rienced sudden, severe pain the left lower abdomen. 
laparotomy was performed, considerable amount 
amniotic fluid was found the abdominal cavity, 
escaping from tear the membranes full-term 
ectopic The gestational sac was free its 
anterior portion while the rest was attached small 
bowel, the uterus, the urinary bladder, the pelvic 
peritoneum, the mesentery and the colon. The baby was 
extracted through the tear. The 3000 lb. 
child had considerable difficulty breathing. showed 
all signs maturity. The right parietal region was 
depressed over area cm. and this appeared 
caused pressure from the right costal margin. 
The baby died after three hours. The placenta was 
normal size and thickness and was attached the 
above-mentioned organs. During the extraction the 
baby, part the placenta started separate from the 
mesenteric bed and became necessary remove 
entirely. The bleeding was only moderate and was con- 
trolled within few minutes with hot packs. Only 
small piece placenta over the right lateral wall the 
bladder could not removed and was left behind. 
cystoscopic examination three days later showed the 
bladder mucosa and the ureteral orifices normal. 
Just above the right ureteral orifice the bladder mucosa 
placental villi which were covered very thin 
layer transparent bladder mucosa. The core the 
villi was darker, probably because thrombosis the 
central vessels. pulsation was noted. The surrounding 
mucosa was slightly and hyperemic. The 
postoperative course was uneventful and 
was discharged after days. Another 
examination three weeks later showed only 
brownish, velvety elevation the size almond. Six 
weeks later this too had completely disappeared. 


2.—W.K., 1947, Waidhofen Hospital. 


This 36-year-old woman was admitted our hospital 
March 25, 1947, presenting all the symptoms 
acute peritonitis. The date her last menstrual period 
was September 1946. December she 
irregular vaginal bleeding with fever, severe pain 
the lower abdomen and vomiting, and that time she 
had been admitted another hospital. From the case 
records was learned that inflammatory tubo-ovarian 
mass had been found the right side. There had been 
improvement after symptomatic treatment. The pa- 
tient had left the hospital three weeks later. home 
her family doctor heard fetal heart sounds for the first 
time February and the same time the patient felt 
quickening. The persisting pain, the fever and also the 
vomiting were thought symptoms pyelitis 
pregnancy. The patient’s condition deteriorated rapidly; 
after the first days March fetal movements could 


felt and heart sounds could longer heard. The 


patient became moribund with chills and fever 
105° and persistent vomiting with severe fluid loss. 
this condition she was admitted our hospital 
March 25, 1947, with the admission diagnosis missed 
abortion and 

physical examination the patient 
tremely sick, very pale, emaciated, with clouded con- 
sciousness, and with marked ulcerative stoma- 


The abdomen was distended, rigid and very tender. 


7 
j 
q 
| 
q 
q 
ont 


Canad. 
May 1957, vol. 


the lower abdomen, mass corresponding size 
seven-month pregnancy could felt. There was dull- 
ness over the mass and both flanks. vaginal 
examination the cervix was large, soft and 
open fingertip. Because the abdominal rigidity, 
details could not made out. The x-ray film revealed 
seven-month fetus with signs maceration. Urine 
showed three-plus albumin and contained many pus 
cells. 115/95 mm. Hg. 

The patient was moribund and operation 
postponed. Supportive therapy was started and dehydra- 
tion and were Penicillin was given 
such amounts were available that time. March 
30, one litre foul-smelling pus was evacuated per 
rectum. The diagnosis infected ectopic pregnancy 
seven months’ duration with diffuse peritonitis and large 
bowel perforation was now established. After evacua- 
tion pus the patient improved temporarily and 
laparotomy was performed under local anesthesia. 
large amount foul-smelling pus was found the 
abdominal cavity and there was generalized peritonitis. 
The wall the gestational sac was studded with mul- 
tiple greenish-yellow abscesses, some which had 
ruptured, The lateral and upper sections the cyst wall 
were covered and sealed over the thick-walled, dis- 
tended and colon. The sac was opened and 
completely macerated male fetus cm. long was 
extracted. The membranes and the placenta were now 
seen spread out over the mesentery the small bowel 
and the colon well over the wall the pelvis. 
The placenta separated very easily and was removed. 
the middle third the transverse colon and the 
proximal half the sigmoid loop two large, round 
holes, each penny size, represented the site per- 
foration the amniotic fluid into the bowel. These two 
portions colon were exteriorized and the abdominal 
cavity was drained through the pouch Douglas and 
the abdominal incision. 

spite improvement her general condition 
immediately after operation, the patient died days 
later diffuse peritonitis. 


1951, Jimma Hospital. 


This 34-year-old Galla woman was admitted two 
weeks after her expected date delivery. She had only 
slight abdominal pain but had, for the last three days, 
noticed some brownish discharge per vaginam. 
examination the abdomen was found the size 
full-term pregnancy, very tender, rigid 
Because this rigidity, fetal parts movements could 
not felt. The fetal heart sounds were absent. Radio- 
graphy was not available. vaginal examination, 
hard, firm, empty uterus was felt the anterior right 
quadrant the pelvis, pushed into this position the 
large cystic mass full-term pregnancy the left 
tube left uterine horn. The sanguinous cervical dis- 
charge had very offensive smell. Temperature: 102° F., 
pulse 126, Hb. value: 60%. The diagnosis full-term 
ectopic pregnancy the left tube with death the 
fetus and infection the products pregnancy was 
made, The diagnosis was confirmed laparotomy, which 
was immediately performed. The gestational sac ap- 
peared very thin and was covered fibrin, omentum 
and bowel which could easily separated without 
opening the sac. The placenta was attached the fun- 
dus the uterus and left broad ligament, while the 
fetus showed signs maceration. Because infection 
the amniotic sac and its contents, the uterus and the 
entire mass were removed toto. opening the 
specimen, the amniotic fluid was found purulent 
and offensive. The full-term baby was normally de- 
veloped. Death had probably occurred about one week 
before admission. The patient 
recovery. 


4.—A.P., 1956, Glace Bay General Hospital. 


This 35-year-old para gravida had her first preg- 
nancy eight years previously and miscarriage four years 
previously. The date her last menstrual period was 


August 29, 1955. the second month her present 
pregnancy she had had some vaginal bleeding tor one 
week. pregnancy progressed uneventfully until 
January 17, 1956, when she was admitted outside 
hospital for sudden abdominal pain, vomiting and acute 
The patient was treated conservatively and re- 
covered gradually. Pelvic examination that time 
revealed the presence what was felt intra- 
mural fibroid moderate size the right antero- 
lateral wall the uterus. The patient was discharged 
with this diagnosis. During the following months she 
looked and felt well and had serious complaints. 
the onset the last trimester she moved our district. 
our first examination the abdomen was quite tender 
and the fetal parts appeared very close the palpating 
fingers. The examination was exceptionally painful for 
the patient. The mass the right lower abdomen was 
felt the uterus. The tentative diagnosis ad- 
vanced pregnancy was made and the pregnancy allowed 
continue under close supervision. June 19, 1956, 
the patient began complain very severe pain the 
left mid Laparotomy was done and confirmed 
the diagnosis. The intact membranous sac was opened 
and normally developed, healthy baby 3200 was 
extracted. The placenta was attached the left side 
the pelvis, the broad ligament, the posterior wall the 
uterus and the pouch Douglas. was left situ, 
after the redundant membranes had been cut off. Mother 
and baby made uneventful recovery and were dis- 
charged the 10th postoperative day. Four weeks 
later the woman was good general condition. The 
placenta had size one-half and the 
uterus had involuted normally. 


surprising how often the diagnosis 
advanced full-term ectopic pregnancy 
missed. 65% cases published the last 
years the diagnosis had not been made.before 
laparotomy. bear mind that only 
(Scipiades') all ectopic pregnancies progress 
beyond the sixth month, not surprising that 
rare see such case during one’s life- 
time. also seems possible that racial origin 
plays part the frequency its occurrence; 
for instance, Pruys? noted six such cases 
Javanese women. 

Most often the ectopic sac mistaken for the 
pregnant uterus, and another mass, the uterus, 
felt besides it, usually diagnosed 
fibroid ovarian cyst. 

What observations should make aware 
the possibility advanced ectopic preg- 
nancy? (1) Painful fetal movements with 
history the first trimester. (2) 
Fetal parts readily palpable because they lie 
immediately beneath the abdominal wall. (3) 
Abnormal presentations and abnormal soft tissue 
shadows radiographs. (4) Unsuccessful medi- 
cal induction severe pain without progress. 
(5) cervix corresponding size and con- 
sistency the pregnancy above and not 
the size the uterus 
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The definite diagnosis can made when 
empty felt apart from the fetus. 
Salpingograms have been used doubtful 
cases. There is, however, the odd case where 
the empty uterus proves only one part 
double uterus with normal pregnancy the 
second half. 


The second difficulty these cases the 
problem dealing with the placenta and the 
complications which may arise because the 
abnormal site implantation. many the 
published cases the placenta had been attached 
the neighbourhood the uterus, the pouch 
Douglas and the pelvic wall. This probably 
caused basiotrophic implantation the 
ovum the mesosalpingeal area the tubal 
wall and expansion the placenta into the 
broad ligament, where will find sufficiently 
vascularized nutrient such depth that 
only rarely the villi reach the surface 
destroy its continuity. The latter possible 
the distended tube, containing the growing 
ovum, becomes attached the pelvic wall and 
the posterior uterine surface early stage 
penetration the serous covering the broad 
ligament and invasion all neighbouring-organs 
becomes possible. may then see penetration 
into the bladder Bergenfeldt,* Case 
1), into the pelvic vessels Lavric’), 
and into the intestine Dawson,’ 
Case 2). 

Two types bladder complication during 
ectopic pregnancy are observed. the first 
early, either intraligamentous interstitial preg- 
nancy followed fetal death and macera- 
tion. The fetal skeleton, foreign body, per- 
forates into the bladder and expelled this 
route. Clivio® studied this type complication 
and collected cases from the literature. 

the second type the bladder wall in- 
vaded placental villi. For anatomical reasons 
this found only advanced ectopic preg- 
nancies. analogue this perforation into 
the intestine where the first symptoms are in- 
testinal However, complete 
perforation the bladder has not yet been 
observed. The most likely reason for 
peculiarity the thickness the bladder with 
its greater ability evade pressure from out- 
side, whereas the intestinal mucosa exposed 
more serious damage constant contact 
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with bowel ccntents, often hard and always 
infected. Whether bladder 
ences the postoperative period not depends 
largely the management the placenta 
the surgeon. 

The rules that govern the management 
the placenta these cases have been generally 
accepted. 

The most natural thing would com- 
plete removal, recommended 


and view the intimate 


between the membranes and the 
volved, evident that removal will pos- 
sible only selected cases. the severe 
hemorrhage from the placental bed which 
forbids this active approach. Deaths due 
hemorrhage have been reported 
However, the placenta should re- 
organ which can easily removed, like the 
most the placenta was implanted into the 
mesenteric root. During attempted removal the 
thin mesenteric vessels ruptured and 
stasis was very difficult. 

Unfortunately spontaneous partial separa- 
tion the placenta may force the surgeon 
complete the removal and very unpleasant situ- 
ation may arise. Another but very rare compli- 
cation air embolism. reported one such 
case. 

Except for the above possibilities the safest 
thing extract the baby, ligate the um- 
bilical cord close the placenta possible 
and leave the placenta situ. the fetal 
sac infected, the opening should sutured 
into the abdominal wall (marsupialization 
Giesen). bleeding from partially separated 
placenta cannot controlled, 
tampon together with some hemostatic should 
applied the bleeding area. may re- 
moved between the third and fifth postoperative 

What happens the placenta? The placenta 
absorbed after between two and six 
our first case small residue was still present 
the bladder wall after three weeks and was 
completely absorbed after six weeks. our 
fourth case the placenta had decreased size 
one-half within four weeks. Absorption 


placental hormones can still take place six 


eight weeks after and probably 
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responsible for the inhibition lactation. This 
was noted all patients. 


the cases which the placenta has been 
left behind, close follow-up necessary because 
suppuration may occur any Then the 
abdomen should reopened and the placenta 
removed. Fortunately the infection often 
localized, although cases diffuse peritonitis 
have been recorded. preventive measure 
Tottenham** suggested operation two 
stages. the first, the baby and part the 
membranes should removed, and the sec- 
ond, after partial involution, the placenta should 
extracted. With the antibiotics now available 
the necessity for this procedure will not occur 
too often. 


placenta will under opportune circumstances 
expelled spontaneously, usually three four 
delayed. Late peritonitis has been seen 
and others. 


spite the unfavourable conditions for 
growth the placenta ectopic pregnancy, 
the organ differs only slightly from the normal 
form, size and structure. Cases were reported 
and Wallau which the placenta 
weighed more than 2000 and occupied the 
entire circumference the sac. 


there any danger chlorionepithelioma 
formation the tissue left situ? Fifty-three 
per cent chorionepitheliomas develop from 
hydatidiform moles; 35% after abortion, 
20% after normal full-term pregnancies and 
after ectopic could not 
find single case the literature that could 
have originated the placenta full-term 
ectopic pregnancy. 

What are the chances for the baby? Only 
about 20% all extrauterine pregnancies 
diagnosed after the fifth month gestation 
result living babies.*° About 40% these 
living babies show malformations, many them 
incompatible with The cause these 
malformations the reduced amount amniotic 
fluid due increased absorption and disturb- 
ances the germ plasm. Discrepancies between 
the age gestation and fetal develop- 
ment are common and are probably conse- 
quence attacks partial placental separation. 


The opposite poles the baby’s body are 
most often involved. may find the head 


excessive moulding, flattening, compression, im- 
pressions and fractures. the extremities club 
hand, club foot, pes valgus, genu varum and 
valgum and kyphoscoliosis are found. The child 
our first case showed large depression 
the skull which had led its death. quite 
encouraging, though, see children develop 
quite normally both mentally 
Records such children have been published 


SUMMARY 


Four cases advanced ectopic pregnancy 
are described detail. Three them were 
term and one was seven-month pregnancy 
complicated severe infection and bowel per- 
forations. 

The diagnosis, the possible complications, 
especially with reference the bladder, and 
the management the placenta are discussed. 
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ACUTE PNEUMOCHOLECYSTITIS 


GARDNER, M.B. and 
MUSGROVE, M.D., Vancouver, B.C. 


cases acute pneumocholecystitis, and the 
authors discussed this condition detail. This 
case report presented add another case 
the literature and suggest that this condition 
not rare the number case reports 
would indicate, for two additional proven cases 
have been treated locally during the past two 
years. 


C.B., 64-year-old white man, was admitted hos- 
pital April 1956. After eating bowl clam 
chowder the evening before admission, developed 
acute epigastric and right upper abdominal pain, with 
radiation the right lower abdominal quadrant. 

examination, his blood pressure was 180 mm. 
systolic and mm. diastolic and the apex beat was 
completely irregular. examination the abdomen, 
there was marked epigastric tenderness, with moderate 
tenderness the right upper and lower abdominal 
quadrants. There were palpable masses. 
mainder the examination was non-contributory. 

Urinalysis admission was normal. The white cell 
count was 16,900. Flat-plate and upright x-ray films 
the abdomen showed abnormality. 

The patient was treated conservatively, with intra- 
venous fluids and antibiotics, and was digitalized. The 
antibiotic administered was Chloromycetin (chloram- 
phenicol), 250 mg. four times daily. The temperature 
continued range between and 102° F., and 
became more toxic. Radiography the abdomen was 
repeated April 1956 (Figs. and 2). When the 
films were examined the morning April the 
diagnosis acute pneumocholecystitis was made and 
was prepared for surgery. 

abdomen was entered through right 
upper rectus muscle retracting incision. large, dis- 
tended, partially gangrenous gall-bladder was walled off 
the greater omentum. The greater omentum was 


Fig. 1.—Flat plate the abdomen showing gas out- 
lining the wall distended gall-bladder. 


fluid 


2.—Upright film the abdomen showing 


Fig 
level the gall-bladder and gas the wall the gall- 
bladder. 


readily separated from the gall-bladder. trochar was 
then inserted into the fundus the gall-bladder, and 
when the point the instrument went through the 
sero-muscular coat, numerous gaseous bubbles were 
seen exude around the instrument. The point the 
trochar was then pushed through the mucosa and con- 
siderable gas and purulent material aspirated. Because 
the patient’s poor cardiac status and the marked 
inflammatory reaction about the common duct, 
thought best cholecystostomy. The gall-bladder 
was compressed from the cystic duct region towards 
the fundus and stones were found. Bile drained from 
the gall-bladder. Cultures were taken from 
bladder and sent the laboratory for both anaerobe 
and aerobe studies. large catheter was sutured into the 
gall-bladder and brought out through stab wound, 
and Penrose drain was placed Morison’s pouch and 
brought out through separate stab wound. The ab- 
dominal wound was then closed. 

The anaerobic culture produced growth 
clostridium which was not Clostridium welchii, the type 
organism not being specified. 

After few days’ stormy convalescence, settled 
down. was dismissed from hospital the 22nd post- 
operative day. The cholecystectomy tube came out one 
week later, and passed what appeared large 
piece gangrenous mucous membrane. 
seen July 1956, was feeling well, still 
had slight drainage from the stab wound. 
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THE THE 
MANAGEMENT DISASTER* 


ALLEN DOBKIN, M.D., F.A.C.A., 
GORDON WYANT, F.F.A.R.C.S. and 
CHRISTOPHER KILDUFF, M.B., B.Ch., 
Saskatoon, Sask. 


GENERAL PROBLEM 


THE PROBLEM the organized medical manage- 
ment major disaster has been under ex- 
tensive discussion recent years. However, 
there appears widespread apathy the 
organizational level. order avoid chaos 
the time such event, essential that 
every phase management mass casualties 
carefully worked out advance, plan 
which covers the specific organization each 
community, each hospital and each division 
hospital administration. This plan should 
under the direction single authority 
Disaster Control Committee. can out- 
line, but must consist integrated system 
controls with which all personnel the hospital 
should familiar and which every depart- 
ment should prepared abide. Without such 
controlled plan, not only will the patient in- 
evitably suffer from inadequate care and atten- 
tion, but many physicians will have their chores 
multiplied the point exhaustion, while 
others will flounder about uselessly and waste- 


fully. 


NEED FOR FLEXIBLE PLAN 


rarely possible estimate advance 
the number serious casualties which may have 
thermal radiation and superficial injuries among 
the very young and the very old are eliminated 
from these considerations, conceivable that 
large numbers people would still require 
anesthetic for major operation short notice 
order correct immediately serious trau- 
matic injury, which left uncorrected for long, 
would threaten their lives. These numbers could 
very easily tax every available source medical 
attention the community. Neither the location 
nor the time type disaster can forecast, 
nor are the number victims the preponder- 
ant kind injury for any particular type 
disaster known until has actually taken place. 
therefore important that the plan for deal- 
ing with casualties should be. well organized, 
while the same time must allow for flexi- 
bility. 


*From the Department Anesthesia, University 
Saskatchewan, College Medicine, Saskatoon, Sas- 
katchewan, Canada. 
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AIMs PLAN 


The outline submitted here plan the 
organization and some the problems which 
must dealt with such manner facili- 
tate vastly the problems for the surgeon and the 
the event disaster. Flexibility 
application the needs small community 
for each segment large municipality must 
the prime characteristic this plan. 

has pointed out the primary aims 
the medical profession handling casualties 
from disaster. These include: (1) preservation 
life; (2) preservation useful function; 
quick resumption gainful activity and health; 
(4) relief pain and suffering, regardless the 
severity the injury. 

The onus upon the physicians formulate 
plan which will enable them carry out these 
aims with the greatest dispatch and the greatest 
efficiency, for well known that poor prepara- 
tion the face disaster lethal the 
disaster itself. 


ORGANIZATION 


The sorting casualties the primary task 
Details this scheme consist 
triage, emergency treatment centres, estab- 
lished treatment centres and ancillary services 
(Fig. 1). 

Triage.—Priority casualty selection teams 
should dispatched first notice the dis- 
aster area and system priority evacuation 
means and routes established. the site the 
disaster competent and experienced medical 
team should carry out the essential sorting 
casualties lines: similar those military 
field ambulance, each casualty being tagged ac- 
cording priority treatment required. 


Classification casualties may follows: 


Desperate and/or moribund.—Not for sal- 
vage. This category should used only when 
the number casualties exceedingly great 
and taxes all available resources when death 
imminent. 


Very salvage. Casualties with 
severe bleeding, respiratory obstruction and/or 
wound shock. These casualties should as- 
signed for immediate skilled supervision and 
evacuation. Resuscitation may required im- 
mediately and route the ambulance. 


Serious.—Casualties with head injuries, ex- 
tensive multiple injuries burns, face and neck 
wounds, chest and internal abdominal wounds 
fractures the lower extremities. These 
should assigned for immediate supervision 
groups, and early evacuation vehicle must 
carried out. Some these may also require 
resuscitation route. 

Moderate.—Casualties with flesh wounds 
and other minor injuries and/or fractures the 
upper extremities. 
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MEDICAL HOSPITAL ORGANIZATION AND LIAISON 


AREA 


Triage Unit first-class group) 

physicians 

—3 nurses 

—6-12 orderlies 

—stretchers 

—radio cabs 

—ambulances 

—supplies 
tourniquets 
pressure dressings 
analgesics 
plasma expanders 
infusion sets and needles 
marking pencils 


Nursing supervisor charge 


—radio cabs 
—notify outside sta AREA 


—internal communications 


Administrative Services 
Coordination 
Messengers 
Liaison: police; fire; press 
Personnel assignments 
Procurement and supply 
Transportation 
Records 
Dietary 
Maintenance, housekeeping, 


Disaster Control Committee 


Medical director 
Reception Unit Surgeon 
Documentation Nurse supervisor 


Major Casualties Ancillary Services Nursing Services 
Burn unit Laboratory unit Evacuate essential patient areas 
Fracture unit Blood procurement and release Reallocation wards 
Head and face X-rays Nursing service 
Oxygen Volunteer services 
Discharge and transfer 
Fig. 


Mild neurogenic shock with evidence 
injuries. 

Casualties groups and should as- 
signed for self-evacuation designated posts 
(schools, halls, factories, etc.) and require first 
aid only. 

All casualties should tagged classified 
above. Those groups and should have 
note site major injury, state circula- 
tion and respiration, state the whole skin sur- 
face, possibility internal bleeding 
tures, and treatment carried out. 

Before evacuating the wounded, this team 
should see 

sure dressing proximal tourniquet. 

Artificial respiration started through 
cleared airway when necessary. 

Progression shock prevented eleva- 
tion the legs and/or bandages the legs, 
and dextran infusion started with large- 
gauge needle. 

Sucking wounds the chest are taped shut. 

Traumatic amputation stumps are covered 
with sterile dressing. 

Major fractures are controlled splints, 
the casualty immobilized stretcher. 

Analgesic drugs are administered intraven- 
ously only small doses mg. 
meperidine (Demerol) mg.], relieve the 
casualty further discomfort during evacuation. 
the level consciousness not normal, drugs 
are omitted. 

blankets. 


Cards are attached each casualty noting 
all procedures carried out and exact time each 
(Fig. 2). The forehead each casualty should 
have marked note tourniquet and/or nar- 
cotic was used. 

10. Priority and patients are evacuated 
hospitals promptly. 

Emergency treatment centres for those 
capable self-evacuation first-aid posts for 
handling injuries not requiring hospitalization. 
These are best located away from the hospitals, 
particularly the numbers are very large. 
Schools and factory first-aid posts would 
satisfactory. These can organized with one 
physician and number nurses, trained 
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first-aid attendants. Outpatient facilities 
hospital should utilized only the disaster 
limited extent and all staff not required 
handle serious casualties. 

Only the simplest form an- 
algesia should given these patients when 
necessary. few drops chloroform, open 
drop ether, trichlorethylene analgesia may 
used. Specialists resuscitation, surgeons, 
thetists and operation room personnel should 
not assigned these posts. 

Established treatment Ameri- 
can Hospital Association has outlined the neces- 
sary features good disaster plan general 
hospitals and this will not elaborated upon 
Functions the anzsthetist will con- 
fined here and will discussed detail. Casu- 
alties sent these centres will require, for the 
most part, life-saving surgical treatment. 

These centres must care for the reception 
the seriously injured, perform secondary triage, 
and take care the seriously injured, well 
organize the evacuation the hospital areas 
containing patients who can walk and who can 
cared for home who are hospital for 
elective treatment the time the disaster. 
large room should designated and have avail- 
able store supplies and equipment for emer- 
gency resuscitation, treatment, and preoperative 
preparation the seriously wounded requiring 
immediate operation. 

The names physicians who will avail- 
able the established treatment centres must 
contained roster listing specific types 
professional duties case disaster that 
the maximum skill and experience properly 
utilized when and where most needed. This 
should posted the switchboard, nursing 
office, and operating room and with the hospital 
administrator. 

The personnel the anesthetic roster should 
contain specialists, general practice 
physicians and dentists (who devote their time 
daily the administration and 
anesthetists training. These should as- 
signed the hospitals where they carry the 
major part their routine work. not wise 
utilize nurses non-medical personnel for 
aneesthetic duties, they can best provide ur- 
gent services other phases emergency, 
which would not increase the jeopardy the 
patient being treated for traumatic shock 
preparation for urgent operation. 

the established treatment centre all 
ancillary services for laboratory work, blood 
procurement and x-ray diagnosis should 
promptly activated the time disaster. The 
smooth operation these services will greatly 
facilitate the proper care serious casualties. 

This entire scheme should under the direc- 
tion Hospital Disaster Control Committee, 
consisting the Administrative Head the 
hospital, the Chief Surgery, Chief 
thesia, and the Nursing Administrative Head. 
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Every major and minor segment the organiza- 
tion should have designated alternates. 

the hospital there should team under 
the direction the Chief Medicine for as- 
signing casualties hospital rooms, resusci- 
tation unit, burn unit, fracture unit and 
for other specific forms treatment and for 
diagnostic tests. There should resuscitation 
teams for each these units. These must have 
liaison with the operating room director. Operat- 
ing teams consisting surgeon, anesthetist, 
scrub nurse, operating room nurses and operat- 
ing room assistants should established. The 
latter teams must assist the resuscitation units 
when they are free. 


RESUSCITATION UNIT 


Casualties with (or arriving with 
tourniquet applied), those with breathing diffi- 
culties and those with wound shock require 
first attention and should sent immediately 
the resuscitation unit, which directed 
member the and Surgical Services 
and assisted member the Recovery Room 
nursing staff, technician from the Blood Bank 
and inhalation therapy technician. These pa- 
tients must not fed mouth (within four 
eight hours expected operation) and suppor- 
tive measures should advanced the point 
where the “second bleeding” effect 
prevented. 

Patients with extensive burns are not candi- 
dates for early operation. After sterile Vaseline 
gauze occlusive dressings have been applied, 
they should have morphine relieve pain and 
should have fluids mouth. excellent sub- 
stitute for intravenous human plasma albumin, 
which may fed mouth, Guy’s solution. 
This consists 0.5% sodium chloride and 0.35% 
sodium bicarbonate water suitably flavoured 
improve palatability. The severely burned 
conscious casualty should urged drink 
much this fluid tolerable. 

The following materials this unit provide 
optimum physical conditions: 

Oxygen bank tanks) with reducing valve, flow- 
meters, bag and mask units (with proper connector 
fittings for tapping the oxygen bank), nasal catheters, BLB 
masks and humidifiers. 

Tilt carts. 

Suction apparatus. 

Airways, endotracheal tubes, lar 
choscopes and tracheotomy sets, han 
respirators. 

Dextran water, infusion tubing, needles 
and gauge, normal saline, blood tandem sets, pres- 
sure sets, intra-arterial 
transfusion sets, blood tubes for type and cross matching. 

Underwater seals for chest drainage. 

Drugs: These should all intravenous preparations 
except for the antibacterial drugs marked (*). 


Antibiotics: 


goscopes, bron- 
and mechanical 


Penicillin million unit vial 
Aureomycin vial 
(*) Neomycin 0.5 tablet 
(*) Antitetanus Serum 1500, 5000 and 20,000 unit vial 
Antihistaminics: Promethazine (Phenergan) mg. 
ampoule 


| 
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Vasodilators: Local—Procaine mg. ampoule 

General—Chlorpromazine 
(Largactil) mg. ampoule 

Phenylephrine (Neosynephrine) 
mg. ampoule 

Methoxamine (Vasoxyl) mg. 
ampoule 

Norepinephrine (Levophed) mg. 
ampoule 


Vasoconstrictors: 


Analgesics and 


Antagonist: Meperidine mg. ampoule 
Morphine mg. ampoule 
Nallorphine (Nalline) mg. 
ampoule 
Soluble Hydrocortisone—100 mg. 


ampoule 
Lanatoside (Cedilanid) 0.4. mg. 


ampoule 
Ouabain (G-strophanthin) 0.6 mg. 
ampoule 

Management the Preoperative Resuscitation 
Unit: 

Our prime desire avoid irreparable cellu- 
lar damage induced the trauma the earli- 
est possible repair the lesion and correct 
and prevent shock which progress- 
The resuscitation team must, therefore, 
institute immediately the following therapy: 

Arrest hemorrhage. 

Assure clear airway and correct tissue 
oxygen want.—The aspiration pharyngeal and 
tracheal secretions and the administration 
oxygen mask should routinely carried out 
for every patient admitted with wound shock 
incipient shock, and this treatment should 
continued while the circulation supported and 
restored. the patient comatose, wise 
intubate with oral nasal tracheal tube 
provide tracheostomy early the treat- 
ment. 

Provide artificial respiration for inadequate 
breathing.—Nallorphine mg. Levallorphan 
0.5 mg. may administered intravenously 
the respiration depressed narcotics given 
the field. Artificial respiration should pro- 
vided until sucking chest wounds are sealed. 

Maintain cardiovascular homeostasis and 
prepared for the legs are not 
injured, apply elastic bandages from the toes 
the mid-thighs. The lateral position with the 
legs elevated prevents aspiration vomitus and 
improves the blood pressure, pulse pressure, 
skin colour and mental state the patient. 

The head-down position should not used 
injuries the chest wall and lungs are present. 
This undesirable any case because 
decreases vital capacity the lungs and 
creases the work the heart. 

Restore circulating blood volume.—Blood 
invariably lost into traumatized tissue, into 
body cavities and perhaps into the clothes and 
the ground. blood required and not 
immediately available, dextran water 
should used until blood available. How- 
ever, must remembered that nothing can 
replace whole blood transfusions restora- 
tive wound shock, alone capable 
carrying oxygen. 


Apply protective measures. (a) Urinary 
catheter drainage checked every one 
four hours. (b) Gastric suction—if vomiting 
present, the abdomen has been penetrated. 

Administer antibiotics for treatment in- 
fection and protection against the effects 
shock. Penicillin, million units intramuscularly, 
should given immediately and repeated one 
hour before operation. Aureomycin, g., should 
added the intravenous drip. Neomycin 
sulfate, normal saline, may instilled 
through the gastric tube for emergency bowel 
surgery. 

Antibiotics should administered noted 
above, even indications are not clear-cut, since 
the work Fine and others has shown that 
these offer some protection against the effects 
shock. Since antibiotics are 
effective only when given before shock has fully 
developed, essential that administration 
these antibiotics have equal priority with other 
restorative 

should 
tested for and 1500 units injected subcutane- 
ously all casualties with open wounds. 

important remember that vasoconstric- 
tor drugs should not used wound shocked 
patients bring low blood pressure, until 
the estimated blood loss being replaced, and 
then only slowing the pulse and return 
the blood pressure normal levels does not 
result from oxygen and blood administration. 
The use vasoconstrictor drugs before replace- 
ment blood loss probably harmful the 
liver, kidneys and the circulation all vital 
tissues, such drugs may reduce the circulation 
through these areas and aggravate 
Vasodilator drugs have been used 
some clinicians the past four but 
their value still under scrutiny, and they should 
not used the inexperienced physician 
until further data are available. small dose 
vasodilator such procaine mg. chlor- 
promazine mg. may administered open 
veins which are constriction marked 
spasm. These agents should also avoided 
until blood available for replacement. Thera- 
peutic doses vasodilators, such chlorproma- 
zine, may only tried desperate cases after 
blood replacement and other restorative mea- 
sures have failed improve the clinical con- 
dition the casualty. 

The evidence that vasodilator drugs may 
life-saving the treatment the desperately 
shocked patient stems from various experimental 
studies beginning with Freeman’s report 1938, 
which showed that sympathectomized dogs were 
more resistant hemorrhagic Subse- 
quently, showed that adrenergic blockage 
also protects against hemorrhagic traumatic 
shock. During the past four years growing vol- 
ume studies have presented definite evidence 
that chlorpromazine protects against 
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shock, given prior the development shock. 
advanced hemorrhagic shock. remains 
for the braver among point out that 
definitely helpful late shock after other mea- 
sures have failed effect improvement. 

The reasoning favour using vasodilator 
drug such chlorpromazine after prolonged 
shock stems from the fact that the vasoconstric- 
tion early traumatic shock helpful main- 
taining the arterial blood pressure and ensuring 
adequate blood supply the heart and brain. 
When vasoconstriction prolonged, however, 
the kidneys and liver suffer from hypoxia and 
probably produce toxins which affect the vessel 
walls. vasoconstrictor tone removed this 
stage chlorpromazine while the traumatized 
patient has blood volume restored and the head 
lowered, the blood flow arterial pressure 
60-80 mm. continues provide ade- 
quate supply oxygen the brain, heart, liver 
and kidneys; the overworked heart will re- 
lieved overcoming resistance while attempting 
maintain blood flow and the patient more 
likely respond favourably supportive 
therapy. 

consideration what has been stated 
above, the patient who comes operation after 
intensive therapy correct traumatic shock 
must still considered compensated 
shock. This implies that generalized vasocon- 
striction again exists maximum degree. 
therefore behooves the con- 
tinuously aware this state affairs, which 
may immediately contraindicate the single shot 
drugs into the subarachnoid space. The unthink- 
may nullify all the effects added fluid volume 
causing collapse the circulation peri- 
pheral pooling the blood secondary loss 
sympathetic and motor (muscle) tone. This im- 
mediately and perhaps irreversibly destroys the 
effect all previous efforts the clinician and 
the patient’s defences maintain adequate 
blood perfusion pressure the vital 
The addition vasopressor this stage 
seldom helpful. the same token, the injection 
anesthetic drugs relaxants the intra- 
venous route must performed with the great- 
est deliberation and care, order avoid any 
block the patient’s ability maintain the 
tone the vascular 


PREPARATION FOR EMERGENCY OPERATION: 


Although comprehensive history and 
meticulous and skilful medical examination 
not possible under disaster conditions and 
resuscitation unit, attempt thorough ex- 
amination should made older persons re- 
quiring operation, order uncover the 
presence probability complicating medical 
diseases. Baseline laboratory studies should also 
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considered essential these and should in- 
clude hemoglobin estimation, red cell count, 
urinalysis, prothrombin time estimation, total 
eosinophil count, chest x-ray and electrocardio- 
gram, part the physical examination. Delay- 
ing operation for such investigation often re- 
warded the more skilful management 

such background information, and more 
favourable prognosis may expected. 


PREOPERATIVE EVALUATION: 


General physical status, together with the 
and operative risks, should evalu- 
ated that the operating room team may 
assigned according requirements the 
tient for skill and experience. assessing this 
risk, the nutritional state, the chronological vs. 
physiological age, the presence pulmonary 
disease, heart disease, kidney dysfunction, the 
presence liver disease and metabolic de- 
rangements, such diabetes, should all care- 
fully considered the light the contemplated 
operation. 

general hospital practice, 
grades patient for emergency operation 
numerically according physical status 
scale ranging from five (the healthy patient for 
emergency operation) seven (the moribund 
patient for emergency operation). 
emergency, uncomplicated systemic disease, 
classified five. When marked systemic dis- 
turbances exist whether related not the 
problem requiring operation, the numerical rat- 
ing increased six, and carries with the 
tacit realization that such patient will have 
diminished resistance stress. 


PREMEDICATION: 


The first step after the patient has been evacu- 
ated and brought optimum shape for the es- 
sential corrective operation restorative and 
supportive measures consists administering 
adequate premedication. The purpose this 
medication produce untroubled, quiet 
and relaxed patient; reduce stress (alarm) 
responses and reflexes; dry tracheo-bronchial 
secretions and protect the patient against 
noxious nervous reflexes (parasympathetic). This 
medication likely disturb cardio-respiratory 
and should omitted the pa- 
tient compensated shock. The only premedi- 
cant drug administer these patients 
belladonna derivative (atropine scopolamine) 
0.4 0.6 mg. doses. This should given 
intravenously before induction 

Patients with severe trauma and blood loss 
tolerate narcotics and poorly. Some 
the reasons for this are still obscure. Analysis 
the effect each agent and tech- 
nique studied with relation cardiac output, 
pulmonary ventilation, distribution circulating 
blood volume, changes body temperature and 
mobilization endogenous factors which sup- 
port depress the responses stress are now 
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receiving the attention they deserve, and the 
next few years may provide with some 
this sorely needed information. 

the meantime, every anesthetist must re- 
member that the injured patient inordinately 
“susceptible” narcosis and narcotic and 
anesthetic drugs, regardless the agent 
technique selected. Small amounts central 
nervous system depressants seem evoke re- 
sponses out proportion the size the dose 
administered. Normal dose “requirements” will 
cause death sufficiently frequently drive this 
point home the tyro anesthetist. Daily clinical 
experience with traumatized patients frank 
incipient shock has made the trained 
tist acutely aware this susceptibility. 

One the reasons for this response the 
patient incipient frank shock explained 
data derived from physiological considera- 
tions: the presence reduced cardiac out- 
put and reduced circulating blood volume, any 
agent administered into vein 
inhaled the lungs distributed into smaller 
blood volume. Therefore, the potency effect 
once multiplied, and overdosage far more 
likely occur. This effect particularly notice- 
able the brain, since cerebral blood flow the 
least affected proportion the diminution 
cardiac output and circulating blood volume. 
the same time, the tissue volume the body, 
which ordinarily takes absorbs the 
thetic drug, undoubtedly reduced the 
shocked patient during the stage compensatory 
vasoconstriction and adds further the possi- 
bility central nervous system overdosage. 
addition, fatigue caused exposure, transporta- 
tion and prolonged anxiety also seem increase 
the “susceptibility” drugs. 

Before proceeding with the practical approach 
reiterate that close clinical perception required 
the and surgeon dealing with 
traumatized patient, until further clinical records 
reveal the relationship between the pre-existing 
disease, trauma and narcosis. The management 
traumatized patient the operating room 
requires team-work and co-operation among all 
personnel involved. Each member the operat- 
ing team should know and check the fol- 
lowing: 

The physical status the patient and the 
time elapsed since injury. 

The nature and extent the operative and 
procedure contemplated, and agree- 
ment what the patient may tolerate 
regards duration operation .and extent 
procedures. 

The availability adequate personnel 
foster the required team-work necessary for the 
operative management the patient poor 
shape with multiple injuries. 

The immediate availability resuscitative 
apparatus, blood for transfusion, supportive drugs 
and suitable surgical instruments required for the 
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safe conduct patient through the anesthetic 
and surgical procedure. Time should never 
lost after induced and operation 
begun, procure the necessary tools for the job. 

Oxygen supply and operating suction equip- 
ment should immediately available order 
conduct safe 

Where non-specialists are operating ad- 
ministering experienced help should 
immediately available guide their judg- 
ment and technique. 

Regarding the physical status, the major 
points observe are: 

The presence incipient actual shock 
and 

The time relationship the injury and 
operation the last meal drink—a very im- 
portant consideration, vomiting frequently 
causes far greater morbidity and mortality than 
the surgical and anesthetic procedures. 
wise consider every major casualty having 
full stomach. The ingestion recent meal 
drink predisposes nausea and vomiting from 
the trauma, from hypoxia, from premedicating 
drugs and from the anesthetic agents. Aspira- 
tion vomitus therefore must prevented 
scrupulously. 

Presence cardiovascular disease, espe- 
cially the compensated failing heart. 

Respiratory disease, especially obstructive 
bronchial disease. Respiratory disease will re- 
duce functioning alveoli and cause alveolar hy- 
poxia when anesthesia induced. 

Obesity, which presents mechanical prob- 
lems the surgeon and causes difficulty pul- 
monary 

Metabolic disorders, which increase 
thetic risk because they are frequently accom- 
panied glycogen depletion the liver and 
increase susceptibility hepatotoxic drugs. 
Some metabolic diseases increase oxygen demand 
the body cells and produce demand hypoxia, 
while alcoholism and other drug states may pro- 
duce histotoxic hypoxia, which affects the utili- 
zation oxygen the cells. 


SELECTION ANAESTHETIC AGENTS: 


Few physicians can discuss with confidence 
the management the seriously in- 
jured patient. The value 
impressions has time and again been shown 
unreliable. Accurate records are not available 
are incomplete background information 
for ideal management these cases. 
Fifteen years ago Pask reviewed this 
and more recently has been given more exten- 
sive consideration teams that studied phases 
the problem during the Korean War. The ap- 
proach the problem choice 
management requires the assessment three 
major factors: 

Those relating the physiological derange- 
ments caused the injuries. 
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The superimposed changes function 
expected narcotics and anesthetics. 
The competence available 


and surgeons. 


These may balanced against therapeutic 
approach which will improve the general condi- 
tion the patient and facilitate the work the 
surgeon. The anesthetist dealing with trauma- 
tized patient must, therefore, face five considera- 
tions selecting the agent and tech- 
nique. 

Recognize that incipient frank traumatic 
wound shock exists, and continue the manage- 
ment which was carried out the preoperative 
period preparation without removing desirable 
protective reflexes. 

Determine the effect the premedication 
administered. 

Remember the increased “susceptibility” 
the traumatized patient all and 
narcotic drugs, well operative trauma, 
and induce anesthesia with care, caution and 
deliberation. Avoid circulatory failure stag- 
nant hypoxia—a state which may aggravated 
the rapid administration relaxant drugs, ex- 
cessive barbiturates, large single dose 
spinal analgesia. 

Manage the anesthetic such way 
produce the least possible additional physio- 
logical disturbance the patient: completely 
patent airway, high oxygen administration (50%), 
adequate pulmonary ventilation and maintenance 
circulatory blood volume and vascular tone. 
For maintenance, very light only 
required. Tidal hypoxia from depressed respira- 
tory exchange produced excessive premedi- 
cation, excessive inhalation agents and re- 
laxants, intravenous subdural and 
endocranial lesions can rapidly destroy 
cardio-respiratory the carefully 
prepared patient. 

Avoid hypoxia caused operative blood 
loss. blood replacement has fallen behind 
losses, caution the surgeon desist for mo- 
ment. added stress the patient should 
forced the surgeon until the pulse rate 
slowing, reasonable pulse pressure observed, 
the blood pressure least mm. 
systolic. 


This depends the sequence areas re- 
quiring prior attention and the site the 
injuries. One number the following tech- 
niques may employed the recently trauma- 
tized patient: 

highly satisfactory well sedated, co-operative 
patient for elective operation. The disadvantage 
lies the fact that the traumatized patient can- 
not given heavy sedation. Although the casu- 
alty usually lies semi-dormant state and ap- 
pears quite apathetic, once operation started 
very difficult reason with. The surgical 
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procedure may therefore interrupted fre- 
quently complaints discomfort pain 
the patient and further injections anzsthetics 
and sedatives are necessary. These usually exceed 
the therapeutic doses desired. Therefore, most 
traumatized patients should considered too 
apprehensive and unmanageable with this type 

work limbs, but requires time and patience 
the part the surgeon and skill the part 
feasible during disaster because time-con- 
suming and, with local anesthesia, the patient 
usually requires heavy sedation. 

Spinal analgesia excellent for major frac- 
tures the lower extremities and for extensive 
lower extremity wounds, provided that small 
doses are used and the effect the spinal 
carefully localized the involved extremity. 

Analgesia trichlorethylene very good 
for setting fractures small bones, debride- 
ment localized wounds and other short pro- 
cedures, the surgeon does not require profound 


-relaxation. 


Light general together with 
judicious doses muscle relaxants usually 
the method choice for most operative pro- 
cedures the traumetized patient. 

usually preferable insert endotra- 
cheai tube whenever general re- 
quired the traumatized patient. This par- 
ticularly indicated for: (a) The semi-conscious 
unconscious patient. (b) Inability open the 
mouth due extensive trauma and fractures 
the face, jaw and neck. (c) serious chest 
wound. (d) The patient who vomiting had 
meal shortly before injury. (e) Serious cardiac 
respiratory disease, when the patient cannot 
tolerate even brief hypoxia. (f) The patient who 
has turned the lateral prone position 
for the operative procedure. 

Throughout the procedure care- 
ful check vital signs must kept, and 
urged that the anesthetist strive have the 
patient awake the conclusion the operation. 

outlined for specific operations this paper, for 
the skilled knows his abilities and 
knows what technique and methods best suit the 
operative procedure. However, the authors wish 
state that anesthetic method carried out 
lutely contraindicated, for every recognized 
agent and method has its place, wisely, de- 
liberately and carefully applied. For instance, 
group skilled anesthetists, one may ad- 
minister one-sided spinal; another continu- 
ous spinal; others continuous epidural; cyclo- 
propane-oxygen; 
nitrous oxide-oxygen-trichlorethylene; thiopental- 
d-tubocurarine-nitrous oxide-oxygen; and on, 
for the repair fractured hip with equal 
success and without detriment the patient 
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compensated shock while under continuous care. 

Under disaster conditions, each 
should utilize those agents and techniques with 
which has developed the greatest skill for the 
specific problem hand. Those who are not 
skilled handling the administration 
thetics patients compensated frank 
shock should assigned less demanding 
situations, for errors skill judgment lead 
sudden death these patients. rare in- 
deed that the situation demands 
management for the shocked patient less skilled 
than that the operating surgeon saving 
the lives seriously injured patients. 


SUMMARY 


scheme for the management disaster pre- 
sented, and the urgency adopting such plan 
pointed out for all communities. This plan should 
flexible enough adapt any type disaster, 
whether caused nature, from fire, flood, tor- 
nado and earthquake; caused man, explo- 
sions and collisions. The role the 
this setting outlined detail, with guiding points 
for his assessment each casualty and each 
thetic procedure. The experience 
judgment the individual the only 
guide specific agents and techniques. 

all recognize that error clinical manage- 
ment for the acutely traumatized pa- 
tient leads sudden death. The day has arrived 
when the administration cannot 
refused patient poor physical status because 
pre-existing systemic disease because serious 
injuries when immediate operation may essential 
save the patient’s life, for every postponement 
may step nearer death. The competent 
thetist must, therefore, realize this and strive 
carry out every proven therapeutic 
support the casualty through added stress while 
injuries are repaired. 
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THE PRESENT STATE our knowledge the 
treatment the convulsive disorders centren- 
cephalic origin—as opposed the group caused 
focal cortical abnormality—is almost entirely 
dependent upon drug therapy. large 
number such drugs are commercially available 
and most have some part play the treat- 
ment the individual epileptic. None effec- 
tive all cases and one welcomes the addition 
any new drug with anticonvulsant properties. 
One the most recent substances become 
available PM-396 (Celontin, Parke, Davis 


PHARMACOLOGY 


This drug described chemically 
a-a-methylphenylsuccinimide and has the follow- 
ing chemical structure: 


white crystalline substance insoluble 
water. Animal studies show low level 
toxicity. 


*From the Department University To- 
ronto, and the Hospital for Sick Children, Toronto. 


— 
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MATERIAL 


The drug was given children between 
the ages months and years with aver- 
age 9.6 years. All the children had petit mal, 
which presented one three ways: 

cases there were frequent episodes, 
lasting less than seconds, which the patient 
ceased aware his surroundings. the 
same time some there were minor motor 
phenomena which consisted the eyes rolling 
up, rhythmical blinking the eyes, swallowing, 
chewing, etc. The child would not fall, was not 
incontinent and returned normal almost in- 
stantaneously after the attack was over. 

four such instances myoclonic move- 
ments were the presenting feature. The child 
would give sudden jerks the limbs and body. 
These often were severe enough throw the 
child the ground. They occasionally occurred 

one case, the attack consisted akinetic 
episodes which the child would suddenly col- 
lapse the floor only pick himself imme- 
diately. 

All the children had runs bilaterally syn- 
chronous spike and wave patterns 
electroencephalogram. the majority cases 
this was cycle/sec. “typical” spike and wave. 
some cases, and this included all the cases 
presenting with myoclonic and akinetic attacks, 
the spike and wave was the less well organized 
“atypical” variety. 


METHOD 


Ideally the effectiveness drug should 
assessed against the background 
when the patient had medication else 
placebo. This was done few instances, but 
impractical and unwise take most children 
subject recurrent seizures off their previous 
medication for any length time before pre- 
senting new drug. Consequently this series 
the results are compared with those previous 
drugs the child might have been having. 
seven instances Celontin was replaced 
placebo without warning the parents the 
child; invariably these cases were reported 
being worse. 

The patients were left the drug unless 
proved toxic little value. Children 
considerably benefited the drug are still tak- 
ing it, and the longest time has been con- 
tinuous use months, All children started 
taking the drug more than one year ago. 


RESULTS 


the table the results treatment 
patients with Celontin are shown. The results 
are encouraging when compared with other 
drugs used the management petit mal. 


CLINICAL AND LABORATORY 


one case, complete control was reported 
for two weeks, after which mild attacks appeared 
coincidentally with mild infection. Two cases 
were completely controlled for two months, after 
which the spells recurred, although milder 
form. 


Toxic EFFECTS 


Blood examinations and urinalyses were done 
al] patients and change was observed. 


TABLE CELONTIN TREATMENT 


Petit MAL 
Complete 75% Some 
control Worse Total 


rash appeared two cases. both instances 
was morbilliform and generalized over the 
body. both instances when the drug was 
stopped the rash disappeared within hours, 
reappear again within hours when the 
drug was reintroduced few days later. Ataxia 
was reported one case, and drowsiness two 
Ataxia and bad behaviour were reported 
another case, and drowsiness, sleepiness and 
thirst further instance 1.2 day. 
All the signs toxicity disappeared when the 
dosage was reduced when the drug was 


Celontin available 0.3 capsules. 
with other anticonvulsants, there 
dose per unit body weight. Most our 
patients received two three 0.3 capsules 
day, the time varying according the time 
day when the attacks were most frequent. The 
best way administering the drug increase 
per week until the spells are controlled 
toxic symptoms appear. Some our cases 
required 1.2 per day, whereas others showed 
good response with half this amount. 


SUMMARY 

new anticonvulsant drug, PM-396 (Celon- 
tin), was administered children with the 
petit mal variant centrencephalic seizures. 
Some good results obtained. serious 
toxic effects were seen. 
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PERINATAL MORTALITY 


new concept appearing the medical 
horizon. The term “perinatal mortality” coming 
into use more comprehensive expression 
mortality the immediate prenatal, intra- 
natal and postnatal periods. Its main asset 
that groups both stillbirths 
deaths into single figure, and tends weld 
the activities and interests two major fields 
medicine—“obstetrics” and “pediatrics”. The 
net result twofold: (a) determination com- 
parable figures that are also comprehensive; (b) 
better understanding mutual problem 
both obstetrician and peediatrician. 


With its use has come the realization need 
for reappraisal definitions used vital statis- 
tics with respect the perinatal period. There 
grave danger that the term “perinatal mor- 
tality” may fall into disrepute for lack proper 
definition. This point has been recently empha- 
Bound and Black? recent issues the 
British Medical Journal. These authors point out 
that the neonatal period should clearly de- 
fined and they favour its limitation the first 
week life “because the infant deaths 
the first week life which are intimately 
connected with maternal and obstetrical 


The problem, however, even wider than ex- 
pressed above. There are three main points 
reference which make break statistics relative 
this segment human life; these are: (1) 
viability; (2) definition livebirth and stillbirth; 
(3) duration the neonatal period. The latter 
has been referred and the second well de- 
fined the World Health the 
first remains contentious. these 
terms will discussed greater detail 
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forthcoming article the Winnipeg Perinatal 
Study group, and suffices here stress the im- 
portance uniform agreement their use. 

Global agreement with respect these defi- 
nitions may not possible because racial, 
economic and climatic considerations. Canada, 
however, the situation different and discrep- 
ancies along these lines tend minor. 
should possible therefore obtain uniformity 
definitions applicable both Federal and 
Provincial fields. important point here that 
accuracy can sacrificed for uniformity and 
the case, for instance, the contentious issue 
criteria for viability might not possible 
accurate: Who can define the twilight ac- 
curately terms the moment? Uniformity 
the other hand obtainable. matters not 
much that doubt whether any baby under 
given weight gestational age could ever sur- 
vive but that know the definitions used 
each province, and, for comparison purposes, 
that these uniform. Moreover, the publica- 
tion such statistics, the definitions used 
each case should clearly outlined. 

The situation exists Canada present 
short chaotic. There often considerable 
difference from province province with respect 
what constitutes stillbirth, abortion, the 
postnatal period. Worse still, 
tistics stillbirths, abortions, etc., there 
indication criteria used. 

urgent therefore that this matter given 
immediate and thorough consideration. The case 
for reappraisal definitions 
natal mortality stands. 
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FETAL POST-MATURITY 


review hospital reports shows that there are 
very large variations the frequency induction 
labour for post-maturity without any significant differ- 
ences the perinatal mortality rates. certain hos- 
pitals the induction rate times that others 
suggested that many cases so-called 


are really examples slow maturation the fetus and 
placenta, and that good better perinatal mortality 
rates can got these cases without induction.—F. 
Browne, Brit. J., 851, 1957. 
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Editorial Comments 
ENDOCRINE SURGERY BREAST CANCER 


Mr. Hedley Atkins and his colleagues from 
Guy’s Hospital have reported (Lancet, 489, 
March 1957) direct comparison two 
series patients treated for extensive meta- 
static mammary carcinoma, one combined 
adrenalectomy and oophorectomy, and the other 
hypophysectomy. The reviewer believes this 
the first controlled evaluation these two 
procedures within single unit. The patients 
were chosen random for treatment, and the 
effectiveness the procedures was compared 
evaluation “the mean clinical value”, and 
also “assessment the survival-rates” fol- 
lowing the procedures. Thirty patients are in- 
cluded each group studied. After brief 
historical review concerning dependency 
mammary carcinomas hormonal influences, 
the operative techniques and the postoperative 
replacement programs are briefly noted. Two- 
stage adrenalectomy and oophorectomy was 
carried out the first group that modifica- 
tion the procedure would take place during 
the study, although single surgical procedure 
now generally accepted the method per- 
forming this type extirpative surgery. 

Postoperatively, both groups received re- 
placement therapy the same oral dosage corti- 
sone and the same type deoxycortone sub- 
cutaneous implants. Salt was given 
necessary keep the blood pressure within 
normotensive ranges and was rarely necessary 
hypophysectomized patients, might 
course anticipated since aldosterone output 
not controlled pituitary function. Addi- 
tional replacement was necessary after hypo- 
physectomy, these patients being given pheno- 
barbital preparation for one year; all developed 
diabetes insipidus varying severity which 
tended subside spontaneously about 
months after operation. the early stages sleep 
was often seriously affected the polyuria, but 
complaints were controlled posterior pituitary 
snuff mg. dosage, times daily, or, 
this was unsuccessful, the use vasopressin 
tannate mg. dosage every days. All 
these patients developed thyroid deficiencies 
characterized weight gain increasing 
cholesterol values, and the authors feel that all 
patients should given thyroid replacement 
therapy. Field defects and anosmia were noted 
frequently but presented only minor subjective 
impressions; this series patient had 
sacrifice optic nerve. 

The differences survival and the objective 
changes after surgical treatment were analyzed 
statistically. statistically significant differ- 
ences were found comparing the two series, 
although suggested that there trend 
favour hypophysectomy which might be- 
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come significant were the patients 
series greater number. Survival time 
those undergoing hypophysectomy remains 
this report four months than 
those undergoing adrenalectomy and oophorec- 
tomy. The authors rightly stress the fact that 
neither operation appears hold out prospects 
permanent cure. 

corollary the comparative evaluation 
these two procedures Mr. Merivale and his 
associates (Lancet, 496, March 1957) have 
been interested attempting foretell pre- 
operatively the effectiveness surgical extirpa- 
tions these types. This important con- 
sideration because the failure many 
respond any way major operations, such 
hypophysectomy and adrenalectomy; there 
can argument with the thesis that the 
patient fails respond favourably has been 
affected detrimentally the surgical procedure. 
pointed out that cestrogenic stimulation 
bony metastases with measurement urinary 
calcium outputs value only those patients 
with osseous lesions and may occasion pro- 
duce sudden deterioration the 
general condition. Mammotrophic potency the 
urine may estimated, which event the tests 
are probably measuring pituitary prolactin 
values which may have some considerable value 
prognosis, but these tests are yet not 
generally applicable, for they require special 
laboratory procedures. Certainly the histological 
examination the tumour has not proven 
any appreciable value this regard. Conse- 
quently the authors have chosen study 17- 
ketosteroid excretion the urine, which may 
determined quite simply, and they have 
analyzed the ratio 11-desoxy-17-ketosteroids 
patients who responded favourably this ratio 
was greater than and approximately the same 
that normal healthy individuals. patients 
failing respond therapy the ratio was less 
than and resembled exactly the postoperative 
pattern patients subjected hypophysectomy 
adrenalectomy. 

suggested that this latter case there 
had been sudden change the hormonal 
environment the tumour with the adverse 
cellular metabolic consequences that may pre- 
sage favourable response, and further sug- 
gestion made that possibly these tumours 
have metabolic change 
and are entering the terminal stages the dis- 
ease process. These observations are offered 
possible significance, but definite conclu- 
sions are drawn from the smaller number 
cases regarding the hormone dependency 
tumours demonstrating these changes. would 
appear that deeper evaluation this interest- 
ing material indicated. DELARUE 
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ADDICTION 


its seventh report, the WHO Expert Com- 
mittee Addiction-Producing continues 
insist distinction between drug addiction 
and drug habituation. The experts this Com- 
mittee consider that drug addiction state 
periodic chronic intoxication produced 
repeated consumption drug and implies 
overpowering desire compulsion continue 
taking the drug, tendency increase the dose, 
and both psychological and physical de- 
pendence the effects the drug. Drug 
habituation, the other hand, implies desire 
but not compulsion continue taking the 
drug, with little tendency increase the 
dose. timely and detailed consideration 
the subject drug addiction, Faucett the 
Mayo Clinic? emphasizes that the three charac- 
teristics addiction are physical dependence, 
psychological dependence, and tolerance with 
need increase the dose. Faucett rightly 
draws attention the fact that the addiction 
problem the United States has been grossly 
magnified the public eye. There are probably 
more than 60,000 addicts the whole 
country. Some 80% these are social addicts, 
whose use drugs has not been stimulated 
physicians, but sociological problems. 
particularly concerned with the other 20% who 
have begun their addiction result ad- 
ministration drugs physicians and who 
are dependent physicians for continued 
supply. very easy produce addiction 
non-addict giving, say, grain morphine 
six times day for three weeks 8-12 grains 
barbiturate daily for six weeks. 

The usual basis “medical” addiction 
ill-conceived attempt relieve chronic pain. 
The physician has failed study thoroughly 
the situation producing the pain and has failed 


exhaust other possibilities relief pain, 


use non-narcotics, physiotherapy, radia- 
tion, anesthetic block and surgical procedures. 
particular, physicians often fail manage 
the patient with chronic pain because they dis- 
regard the emotional 
Morphine not for good 
physician-patient relationship. The physician 
warned particularly against use addiction- 
producing drugs patients with previous 
history alcoholism, psychoses, neurosis, 
anxiety. 

Where pain exists, first essential diag- 
nose the exact cause the pain, and then 
prepare long-term plan, which may dis- 
cussed with the patient. the pain inter- 
mittent, infrequent administration drugs will 
suffice; continuous, long-acting drug 
should used sufficient quantities. Oral ad- 
ministration preferable injection, because 
the symbolism associated with the latter route. 
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Faucett warns particular against the hap- 
hazard use the meperidine group drugs, 
which the best known representative demerol 
(pethidine The WHO Expert Committee was 
also very concerned about the excessive use 
pethidine its sixth Report. Information from 
the U.S.A. indicates that all demerol addicts 
have become addicted because physician has 
prescribed the drug; also tragic fact that 
40% the demerol addicts admitted the 
Federal institution Lexington are physicians, 
nurses other medical personnel. Demerol 
should never used for routine treatment; 
toxic psychoses and skin ulcers may soon appear. 
Faucett mentions two useful drugs for relief 
chronic pain, 
which particularly useful when given 
mouth for hospital patients, has 6-8 hour 
action, slow causing tolerance and very 
effective; and methadone, which value for 
withdrawal therapy because its addiction syn- 
drome mild. can given ambulant pa- 
tients mouth. Other drugs value manage- 
ment chronic pain are chlorpromazine and 
the barbiturates. When addiction has occurred, 
the first line treatment planned with- 
drawal narcotic drugs and the second 
commitment institution. The physician 
particularly warned against the fallacy that 
switching around will help prevent addiction. 
Development tolerance one narcotic drug 
usually results increased tolerance all. 

Faucett does not mention the tranquillizing 
drugs, but the latest report the WHO Expert 
Committee has paragraph this subject, 
which attention drawn the very rapidly in- 
creasing use these agents. The Committee 
believes that these substances, however diverse 
their chemical characteristics, must classed 
potentially habit-forming. quoted 
saying that has seen cases habituation 
meprobamate with signs intoxication includ- 
ing euphoria, dysarthric speech, and sleepiness. 
Withdrawal syndromes after the use mepro- 
bamate have also been recorded Lemieux 
and Isbell. suggested that the tranquillizers, 
like the barbiturates, have critical dose level 
above which true physical dependence develops. 
The Committee therefore suggests that the 
tranquillizers and ataraxics should subjected 
national control, and that their continuing 
clinical use should watched very closely for 
eventual evaluation their relation public 


safety. 
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TRANSAMINASES 


Transaminases are enzymes which hasten the 
transfer the amino nitrogen group from 
amino acid keto acid, producing two new 
acids. Though some different amino acids 
are known undergo 
lytically, two particular reactions are now 
interest because the enzymes involved can 
measured the laboratory aids clinical 
medicine. They are serum glutamic oxalacetic 
transaminase (SGO-T) and 
pyruvic transaminase (SGP-T). Their useful- 
ness diagnosis lies the fact that they are 
released into the blood stream significantly 
higher levels whenever certain tissues undergo 
‘necrosis. 


The blood amylase test for acute pancreatitis 
satisfactory because the enzyme found 
circulating large quantities can come from 
other organ but and can reach 
the blood stream only when the pancreas 
damaged. The report blood amylase level 
900 will demonstrate the satisfaction 
all, except possibly the patient, the cause 
abdominal pain, fever and leukocytosis. other 
easily measurable substances closely identified 
with specific structures, such enzyme 
found only heart muscle, for instance, could 
found, similar satisfactory tests could 
devised which would define once the organ 
involved patient’s illness. would often 
reassuring have reliable index myocardial 
damage the patient who complains con- 
tinuing chest pain but produces waves and 
S-T segment shifts. 


Unfortunately there nothing measurable 
the blood that can attributed solely the 
heart the manner that amylase linked 
the pancreas, but transaminase, though 
ubiquitous, found the heart such 
quantities that increased levels the serum 
can regarded myocardial origin. Liver, 
muscle, kidney and other tissues contain con- 
centrations decreasing order, but the differ- 
ential diagnosis between liver 
heart and muscle, rarely enough puzzle 
delay the interpretation high SGO-T read- 
ings. Wroblewski, LaDue and Karmen the 
Sloan-Kettering Institute New York issued 
their first papers 1953 and 1954, describing 
methods measuring SGO-T, defining the 
levels normals and reporting observations 
both experimental infarcts dogs and clinical 
myocardial infarcts humans. Since then there 
has been flow articles, both from them and 
from other centres carrying the investigations. 

SGO-T can measured chromatographically, 
spectrophotometrically and lately colori- 
metric method that can set any labora- 
tory having Evelyn colorimeter. The range 
After myocardial infarction there rise 
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the serum level transaminase, reaching peak 
24-48 hours when the levels may 
times normal, and falling back normal the 
4th 7th day. There sufficient evidence now 
say that patient with chest pain who shows 
normal SGO-T levels may have pulmonary in- 
farct, pericarditis, coronary insufficiency with 
but has myocardial necrosis; 
has SGO-T levels above normal has 
myocardial infarction, and they are above 200 
units the prognosis grave. The value will 
altered the size the infarct but not 
drugs, fever, shock heart failure. 


Tissues other than heart will 
aminase into the blood when injured. The liver, 
owing its size, gives very high readings when- 
ever there hepato-cellular damage. Since 
SGO-T reflects the extent liver damage, 
rising promptly with the first patchy necrosis 
hepatitis and remaining elevated only while 
necrosis continues, has been suggested that 
its determination good method assessing 
the state (not the function) the liver in- 
fectious, serum and toxic hepatitis. will 
the early stage when the diag- 
nosis may still doubt, will 
portionately the severity the damage 
the disease progresses, and will fall injury 
lessens. delayed recovery exacerbation 
brought premature ambulation the SGO-T 
will not return uninterruptedly towards normal, 
that some indication the management and 
even the prognosis may had observing 
serial determinations. 


Less work has been done and less known 
about serum glutamic 
The liver shows higher levels SGP-T than 
does SGO-T, and may that SGP-T 
will more value the gastro-enterologist. 
has much before can make any 
commitments its use, however, since seems 
rise levels bearing some relation the 
quality the destruction, whether acute, 
chronic, cirrhotic, metaplastic, well 
quantitatively. 


SGO-T now useful tool for the cardi- 
ologist deciding the presence and extent 
myocardial necrosis, and for the gastro-enter- 
ologist assessing liver damage. SGP-T has 
promise the study hepatic disease. But 
laboratory test that requisitioned both 
cardiology and gastro-enterology (and lately 
neurology for the diagnosis cerebral throm- 
bosis) can hardly regarded specific and 
must used with knowledge the risks 
false positives from sources outside one’s im- 
mediate interest. appreciation its rationale 
and its limitations is, however, prerequisite 
the use any test. 
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CANADIAN JOURNAL SURGERY 


Canadian surgeons have long felt the need for national surgical journal. fill this gap the 
literature, are publishing the Canadian Journal Surgery the fall. The quality its contents 
will the responsibility editorial board consisting the professors surgery all the medi- 
cal faculties across Canada, with Dr. Janes, professor surgery the University Toronto, 
chairman the board, and advisory board such subjects urology, plastic 
surgery, etc. Secondly, quality presentation will assured the publishers, the Canadian Medi- 
cal Association, and particular the editorial staff the Association. Thirdly, and this the most 
important point, high quality assured because Canadian surgeons are already sending original 


work for publication the new journal. 


Feeling certain that there now need for Canadian surgical journal, the Canadian Medi- 
cal Association has allocated substantial sum money launch the new publication. Its 
continuing financial stability can only guaranteed, however, the willingness all those 
interested any branch surgery subscribe the journal. 


should remembered that the Canadian Journal Surgery, which will appear quarterly from 
October 1957, will contain material interest men all fields surgery including ophthalm- 
ology, otolaryngology and well the general practitioner whose work includes 
surgery. are therefore asking you subscribe the first volume (four issues) the Canadian 
Journal Surgery, subscription rate ten dollars, figure subject modification later 
the light experience. 


Janes, Chairman Board, 
Managing Editor, C.M.A. publications. 


CANADIAN MEDICAL ASSOCIATION, 
150 St. STREET, 


ONTARIO. 


enclosing $10.00 payment subscription the first volume (four issues) the 
Canadian Journal Surgery, appear quarterly from October 1957. 


(Please Print) 
hould ble the Canadian Medical Associati 
eques should made payable the Canadian Association. 
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LUNG CARCINOMA 


The radiological picture carcinoma the lung 
was discussed detail 1940 Olds and Kirklin 
the Mayo Clinic. Their findings that the picture 
very varied are now confirmed study made 
Gerrits and Rodbard Amsterdam 
tijdschr. geneesk., 101: 345, 1957). They examined 
the x-ray plates 398 sufferers from pulmonary 
cancer and found that the commonest was that 
atelectasis, which occurred 47% cases, the next 
commonest being rounded shadow 31%; 
patients had enlarged hilus shadow and the 
picture lung abscess. This was the verdict the 
first x-ray picture taken; radiography was repeated 
later date admission hospital and some 
surprising changes were found. There were far 
fewer cases enlarged hilus rounded shadow 
and many more atelectasis. 

attempt was made estimate whether the 
patient’s condition could have been diagnosed 
earlier. was found that cases the correct 
diagnosis had been missed, causing loss time 
average months. Obstructive infiltrations 
behind stenosis the bronchi were misinterpreted 
pulmonary tuberculosis cases. Hilar enlarge- 
ment was misinterpreted occasions and the 
round shadow four times. There appeared 
difference prognosis for the various radiological 
types lung carcinoma. 


FAMILIAL ADENOMATOSIS 


Gumpel and Carballo report interesting findings 
their article entitled New Concept Familial 
Adenomatosis” published the Annals Internal 
Medicine (45: 1045, 1956). This extraordinary dis- 
ease, about which Scarborough has said that there 
probably benign process that has higher in- 
cidence malignant degeneration, starts diffuse 
adenomatous involvement the colon. Its heredo- 
familial incidence has been studied and supposedly 
based gene mutation inherited nonsex-linked 
Mendelian dominant affecting 50% the succeeding 
generations. Other authorities claim that may also 
transmitted recessive trait. these patients, 
the mesenchymal tissue seems behave unusually. 
The two authors have been able substantiate with 
personal observations the few references which have 
been made the past the effect that surface 
tumours the hard soft varieties are encountered 
patients with adenomatosis patients who 
may later develop this intestinal complication. The 
hard tumours are made mostly bony exostoses, 

the soft tumours can include epidermoid 
cysts, fibromas and ill-defined masses connective 
tissue. Sometimes patient with adenomatosis sub- 
jected colectomy may develop one those soft 
tissue tumours the operative site. has also 
been noticed that these patients may suffer from 
unusually high incidence postoperative complica- 


tions the nature fibrous bands which may even- 
tually lead obstruction. Considering that about 
40% the cases the lesion already malignant 
the time the patient consults his physician, any diag- 
nostic sign any sign which may eventually lead 


INSULIN TREATMENT 
SCHIZOPHRENIA 


After years insulin-coma therapy schizo- 
phrenia the evidence its value remains far from 
convincing. There growing tendency abandon 
its use, although this tendency not based com- 
pletely non-controversial findings. Ackner 
colleagues London, England, (Lancet, 607, 
1957) have completed small controlled study 
the use insulin and barbiturates produce 
coma cases schizophrenia. They ran two 
matched series, selected random, each containing 
patients. One series was put course insulin 
plus placebo mouth, while the other received 
sterile water injection and narcosis mixture con- 
taining gr. sodium amylobarbitone and gr. 
sodium quinalbarbitone produce coma. The pa- 
tients were given five comas week total 
comas. Results were then assessed terms 
the clinical state social state the patient. 
After six-month follow-up, results the two series 
appeared absolutely identical. would ‘seem 
therefore that insulin not the specific therapeutic 
agent producing improvement schizophrenia; 
the coma produced barbiturate and reversed 
intragastric dexamphetamine just effective. 


ADDUCTOR CANAL THROMBOSIS 


According Dunlop and Santos (New England 
Med., 256: 577, 1957) most the arterial ob- 
structions the leg occur the adductor canal. 
recent review femoral arteriograms their 
hospital indicated that 76% showed obstruction 
the superficial femoral artery this level. They 
stress the need for performing bilateral arteriography 
even symptoms are limited one leg. 
They consider that thrombosis the adductor canal 
the result local trauma caused compression 
the femoral artery between the adductor fascia 
and tendon and the femur. Fixation the artery 
these structures prevents its longitudinal expan- 
sion and reduces output through the collateral cir- 
culation. The authors are not impressed with results 
arterial grafting such cases. They feel that 
relief the fixation the artery will cause clinical 
improvement even continuity not restored. They 
have now operated seven patients with gratifying 
results. They expose the artery, unroof the adductor 
canal, mobilize the artery and excise the thrombosed 
segment. the artery stenosed without being oc- 
cluded, they simply unroof the adductor canal and 
mobilize the artery. Addition lumbar sympathec- 
tomy selected cases may helpful. 
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BALLISTOCARDIOGRAPHY: 
CLINICAL REVIEW* 


PINEY POLLOCK, M.D., Ottawa 


THE PRESENT ballistocardiography 
highly controversial. Literature the subject 
rapidly growing and contains confusing and 
sometimes diametrically opposed opinions. There 
are those who make extravagant claims and 
present conclusions highly questionable. And. 
there are many conservative investigators who 
feel that the ballistocardiograph still 
search tool and such should not applied 
clinically. Despite this conflict 
increasing number physicians and now ap- 
pears assuming position the cardiac 
assessment the patient. 

records the motions the body imparted 
the heart beat. One has only stand erect 
spring weighing machine aware that 
the body moves rhythmically synchronous with 
the pulse. this small motion were magnified 
many thousand times and recorded, the result 
would ballistocardiogram. This fascinating 
observation was made Gordon far back 
1877.1 was the first record the ballistic 
forces the body. placing subject 
bed suspended ropes from the ceiling 
obtained record its motion synchronous with 
the heart beat. Subsequently, further sporadic 
work was done number investigators but 
during the years great contribution was 
made. 1939 Isaac Starr and his associates 
published their investigations,? and thus modern 
ballistocardiography was born. With this work 
new era investigation this field was begun. 
1949 Dock introduced methods recording 
the ballistocardiogram directly from the 
These direct, more simplified techniques allowed 
greater scope investigation and clinical ap- 
plication, and established ballistocardiography 
office procedure. 


TECHNIQUES AND PRINCIPLE 


The physical principle the ballistocardio- 
graph third law motion, namely 
that for every action there equal and oppo- 
site reaction. Accordingly, the body exerts 
certain force specific amount blood, this 
blood turn will exert equal but opposite 
force the body. 

Most the ballistocardiographic methods 
use today record the motion the body the 


*Abridgement thesis submitted McGill University 
partial fulfilment the requirements for 
Internal Medicine 

Mailing address: 267 St., Ottawa, Ont. 
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longitudinal axis. is, however, well recog- 
nized that important vectors associated with 
blood flow may transmitted other direc- 
tions, particularly cardiac disease. this end 
some work has been reported the lateral and 

There are present three different types 
ballistocardiographs common use: (1) the 
high frequency undamped table Starr;? (2) 
the low frequency critically damped table 
Nickerson,’ and (3) the direct body pick de- 
signed Despite differences con- 
struction and physical considerations the ballis- 
tocardiograms they yield are roughly quite simi- 
lar. The direct body pickups, however, are 
much less expensive and simpler their con- 
struction and They are two 
general types, the photoelectric and electromag- 
netic, each utilizing different physical principle. 

Other ballistocardiographs have been devel- 
oped, but the types mentioned above still have 
the greatest clinical application. 


TECHNIQUES 


Theoretically one could isolate and record 
the pure forces generated solely within the car- 
diovascular system, then indeed true measure 
cardiac power would realized. This deter- 
mination, however, extremely complex and 
difficult and present-day techniques ballisto- 
cardiography are certainly deficient this re- 

The human body can considered 
composed springs and masses. The heart and 
circulatory system rest rigid skeleton and 
interposed between them are 
having elastic properties. Because its con- 
struction the body like other physical systems 
has specific frequency response pattern when 
highly damped but not critically damped since 
after being displaced oscillates back and 
forth several times before coming rest. 

Since the forces generated the heart are 
transmitted through the body tissues and skele- 
ton before reaching the recording system, 
apparent that they may subject distortion 
and modification. The body make-up therefore 
prohibits the recording pure cardiac forces. 
Starr aptly “It sobering for all 
ballistocardiographers remember that can 
never hope record with absolute accuracy 
forces generated the centre the body 
apparatus placed outside it, because the body 
tissues are not perfect medium for the trans- 
mission the forces.” 

Moreover, also well established that all 
the instruments use today suffer from their 
own peculiar failings and therefore contribute 
the confusion modern ballistocardiography. 
Analysis the current methods has revealed 
distortions which cast considerable doubt the 
true interpretation the ballistic 


d 
‘ 
q 
q 


Canad. 
May 1957, vol. 


When 
graphy was first introduced, 
was felt that the records could 
interpreted quantitatively 
function cardiac output. 
This concept, however, has since 
been questioned and present 
generally accepted that bal- 
listic interpretation can ap- 
proached only from empiri- 
cal qualitative viewpoint. 

From the above discussion 
evident that the question 
ballistocardiography 
with difficulties. Summarizing, 
there are two major obstacles 
which face 
grapher. The human body 
imperfect medium for the trans- 
mission cardiovascular forces, 
and the instruments use to- 
day are all deficient the point 
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Fig. 1.—Normal trace from young with myasthenia gravis. Note 


distorting the ballistic waves. extrasystole. 


The distortions are mainly due 

oscillations introduced the techniques, either 
their coupling effect the body their 
own natural frequency. These oscillations appar- 
ently have cardiovascular meaning and their 
frequencies fall into the ballistic range the 
body, causing extraneous distortions. And fin- 
ally, the body, because lies rigid surface 
the direct body pickups constrained 
platform the table techniques, oscillates 
its own tissues and this introduces further 
sources error. 

Theoretically should possible obviate 
the major difficulty freeing the body all 
restoring and damping forces. the body could 
made “float air”, would respond only 
the forces from within that set motion 
and not oscillate its own tissues. this way 
relatively accurate representation the car- 
diovascular forces would effected. The inter- 
est and stimulus present indeed directed 
this end, and accordingly 
structed very low frequency table while Talbot 
and his group’? have designed aperiodic 
ballistocardiograph. interesting innovation 
that awaits clinical study Schwarzchild’s 
aperiodic system that utilizes the conventional 
coil and magnetic 

The evaluation these newer techniques 
still not complete, and certainly not enough 
material has been collected for proper clinical 
assessment. appears, however, that from 
pure physical and mathematical approach these 
instruments may more accurately represent car- 
diovascular forces. this so, then the physio- 
logical interpretation the ballistic components 
should facilitated and clarified. remains 
seen, however, whether they yield any more 
clinical information than the earlier instruments. 


Any discussion therefore the clinical aspect 
ballistocardiography must done with some 
reservation, always remembering that are 
dealing with physically imperfect recorder. 
There are, however, certain clinical observa- 
tions which are highly significant and indeed 
appear justify the position the clinical 
ballistocardiographer. 


NoRMAL BALLISTOCARDIOGRAM 


Coincident with the heart beat consistent 
reproducible pattern normal people (Fig. 1). 
The waves comprising this have been 
waves.? The dominant waves are the 
and and their collective shape resembles the 
letter All the techniques are constructed 
that the longitudinal direction headward 
motion the body records upward wave 
deflection and footward motion downward 
wave deflection. The waves are usually 
referred the systolic waves and the 
the diastolic waves. 


normal subjects during quiet breathing 
there some degree respiratory variation; the 
I-J amplitude greater during inspiration than 
during expiration. The range variation may 
wide but most cases modest one. 

The regularity and consistency the beat 
pattern prominent and important feature 
the normal ballistocardiogram. The occasional 
abnormal complex significance and all 
probability artefact. slight movement 
the body heavy vibration the building, 
from passing vehicle, may introduce extraneous 
vibrations. The rule interpretation that 
abnormality form must repeated before 
record labelled abnormal. 
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The amplitude the waves, particularly the 
dominant stroke, should normally within 
certain 

Probably the most desirable method estab- 
lishing the range for particular instrument 
test against series normal young people. 
Once this has been determined, inspection alone 
must suffice classify the amplitude normal 
abnormal. Most investigators interpret the 
ballistocardiogram qualitative empirical 
basis, quantitative determinations are con- 
sidered inaccurate. 

The diastolic waves should the normal 
record smaller size than the systolic 
ponents. they are excessively large they 
dominate the record, they suggest abnormality. 

Summarizing, normal trace should consist 
the following points. The systolic waves 
should dominate and should shaped like the 
letter The diastolic components should 
smaller. There should marked notching 
slurring the individual components. The 
pattern should consistent and reproducible. 
There normal respiratory variation ampli- 
tude, and the amplitude the waves should 
within certain empirically established 
range. 

From the above discussion the normal 
ballistocardiogram apparent that abnormal 

oth. 

Many different studies have been completed 
different laboratories using the various tech- 
niques and there appears universal agree- 
ment that under the age apparently normal 
individuals yield 
with little exception, but after the age the 
incidence abnormal records amongst appar- 
ently normal people relatively 

The genesis the ballistic waves still 
highly controversial and many instances con- 
jectural. Starr his fascinating cadaver experi- 
ments has shown that decrease the velocity 
ventricular ejection may affect the shape and 
size the individual systolic 
The diastolic waves are even more baffling, some 
investigators suggesting that they are merely 
after vibrations and others imputing specific re- 
lationship them, such the blood returning 
the ventricles. 

has been mentioned, the I-J stroke nor- 
mally increases during inspiration and appears 
decreased during expiration. Starr and Fried- 
have beautifully demonstrated that this 
ballistic respiratory variation dependent the 
changes intrathoracic pressure with its asso- 
ciated volume changes and not the changes 
cardiac position. With this reversal intra- 
thoracic pressure they demonstrated similar 
reversal the ballistocardiographic respiratory 
variation. 

Another factor that believed influence 
the respiratory variation the pulmonary reser- 
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This vascular pool the lungs responds 
intrathoracic pressure changes that 
augmented during inspiration and diminished 
during expiration. 

some cases marked respiratory variation 
that affects minimum complexes should not 
necessarily considered abnormal. Dock 
poinied out, flabby abdominal musculature, loss 
elasticity the great vessels emphysema 
may the main factor some these 
Moreover, Starr suggests that any normal per- 
son can cause abnormal respiratory variation 
merely hyperventilation and 

Respiratory variation therefore, though may 
indicate cardiovascular disease, may caused 
extracardiac factors, particularly minority 
complexes are involved. This fact should 
borne mind before labelling this phenomenon 
abnormal. 


CARDIAC OUTPUT AND THE BALLISTOCARDIOGRAM 


his more recent work has shown 
that the amplitude the ballistocardiogram 
very closely related the maximum velocity 
ejection and this turn reflection the 
force the heart. 

simulating cardiac systole cadavers 
has experimentally demonstrated that the ampli- 
tude the systolic waves the ballistocardio- 
gram dependent the velocity ejection 
and cardiac force and not the volume ejected. 
changing the velocity while maintaining 
constant volume the amplitude was accordingly 
changed. 

His fascinating work demonstrated that when 
maximum velocity was obtained early systole 
the resultant ballistocardiogram 
normal. However, when simulated systole was 
weak and maximum velocity was delayed into 
late systole, the ballistic form became grossly 
abnormal. 

Clinically appears that there some rough 
relationship between the amplitude the bal- 
listic waves and the stroke volume, for those 
conditions known increase the stroke volume, 
such aortic insufficiency and hyperthyroidism, 
augmented ballistic waves are usually seen. 

With the above considerations mind, one 
may summarize the problem stating that the 
amplitude the ballistic waves decided 
cardiac output, cardiac force power, the vel- 
ocity ejection and possibly other unknown 
factors. Each factor their combinations may 
conceivably affect the amplitude. 


THE ABNORMAL BALLISTOCARDIOGRAM 


Most ballistocardiographers interpret the rec- 
ords qualitatively. Brown and his 
have classified abnormal records into four major 
groups. Their classification widely accepted 
most observers and with some modification 
others. 
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The regularity and definitive- 
ness the ballistic waves 
preserved. The expiratory 
complexes are decreased am- 
plitude less than 50% those 
inspiration, which are normal. 


GRADE 


This grade more extreme 
form the above. Here more 
than one-half the expiratory 
complexes are abnormally small. 
Some these small complexes pectoris. 
may abnormal form. 


GRADE 


Abnormalities form varying degree are 
present both inspiration and expiration, but 
many complexes are still identifiable. Most 
the complexes are low amplitude. 


GRADE 


The waves are all unidentifiable and low 
amplitude. 


mentioned previously, there are some who 
doubt whether abnormal respiratory variations 
affecting some complexes are due cardiovascu- 
lar disease. Grade therefore, the above 
classification may within the normal range 
for some persons. And, finally, any individual 
wave can diminished “cut This 
particularly seen with the wave and wave. 


abnormality specific, for many diseases 
may cause the same changes the ballistocar- 
diogram. 


AGE AND THE BALLISTOCARDIOGRAM 


Studies already referred presumably 
normal people have shown that there high 
incidence abnormal records beyond the age 
and 50. Starr followed many these 
patients for years and found that high 
percentage them developed heart 
concludes that ballistocardiogram abnormal 
form unusually low amplitude suggests 
serious prognosis. However, there are many 
subjects with abnormal records who remain 
asymptomatic, and moreover Starr has reported 
subjects with normal records developing myo- 
cardial 

well documented that the incidence 
coronary vessel disease increases with 
and interesting note the parallel between 
this observation and the increased incidence 
abnormal ballistocardiograms with senescence. 
Possibly then, some these abnormal records 
may due latent subclinical coronary 
vessel disease. However, before this conclusion 
can reached, more follow-up material must 
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Fig. 2.—Grade pattern from man, years age, with severe angina 


assessed. Certainly this point not enough 
data have accumulated warrant this important 
conclusion. Moreover, has been repeatedly 
pointed out, extracardiac factors can produce 
abnormal ballistocardiograms particularly the 
Grade type. Therefore label abnormal 
record person obviously healthy and asymp- 
tomatic one poor prognosis present 
unjustified. The possible relationship future 
heart disease should always kept mind and 
more careful observation the patient 
undertaken. 


Furthermore, both Dock and suggest 
that with advancing age the heart like other 
muscles the body might conceivably undergo 
aging process exclusive coronary artery 
disease, and~this might lead diminution 
cardiac strength. This seems like attractive 
concept and might explain some the abnormal 
records beyond the age 50. 


BALLISTOCARDIOGRAM CORONARY 
VESSEL DISEASE 


Since its introduction the ballistocardiogram 
has been used with great interest the evalua- 
tion patients with coronary heart disease. Starr 
was the first show the relationship between 
this condition and abnormal ballistocardio- 
gram (Fig. 2). 

Scarborough and examined 191 
cases angina and found that 75.4% had 
abnormal records. However, there 
creasing incidence abnormalities the older 
age groups. Only 54% below the age had 
abnormal records, whereas above the inci- 
dence was 84%. Dock and his found 
abnormal resting ballistocardiogram 92% 
152 cases angina. Furthermore, general 


correlation appeared exist 


severity the angina and the degree ab- 
normality. 


Moser and his studied the ballistocar- 
diogram 100 cases after myocardial infarction. 
They found abnormal and normal records. 
The electrocardiogram was abnormal 
the abnormal group and the normal 
group. 
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Many other studies have been done and have 
supported the general findings reported above. 
There appears’ good correlation between 
coronary artery disease and abnormal ballistic 
record. This abnormality appears 
quently the older age groups. 

The types abnormalities found these 
different series are very diverse and non-specific. 
Abnormalities the individual waves can occur, 
such short absent waves, any 
Brown’s four grades can exist. Accordingly 
might follow that the degree abnormality 
might index prognosis after angina 
pectoris myocardial infarction. Indeed, 
has reviewed 100 cases following acute infarc- 
tion and has shown that there higher degree 
morbidity and mortality the cases with the 
more abnormal ballistocardiogram. 

yet, enough data have not been accumu- 
lated justify prognosis the basis the 
ballistocardiogram, but appears that normal 
minimally abnormal record following 
acute episode may bespeak more favourable 
future. mentioned previously, myocardial in- 
farction has been noted persons with normal 
ballistic records and the whole problem 
prognosis awaits further documentation. 


THE EFFECT SMOKING THE 
BALLISTOCARDIOGRAM 


The effect nicotine the ballistocardio- 
gram has created much speculation and interest. 
has been observed that high percentage 
patients with coronary vessel disease develop 
deterioration their ballistocardiogram after 
smoking 

The abnormalities found positive cigarette 
test are again non-specific and any change can 
occur. Large diastolic waves are commonly seen. 
The cause the positive cigarette test yet 
not perfectly understood. However, several con- 
cepts have been proposed. Coronary and gen- 
eralized arteriolar vasoconstriction and direct 
myocardial effect have all been suggested. 


THE BALLISTOCARDIOGRAM CONGENITAL AND 
HEART DISEASE 


all the conditions the congenital heart 
group the one most often associated with the 
ballistocardiogram coarctation the aorta. 
Many have confirmed the finding 
first observed Hamilton** that most cases 
coarctation have diminished “cut off’ 
wave (Fig. 3). 

diminished wave not specific for coarc- 
tation the aorta has been seen 
mengers complex, interatrial septal defect and 
patent ductus 

other congenital heart conditions give 
consistent change the ballistocardiogram, and 
the underlying cardiac damage will 
the changes that may occur. 


Canad. 
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Fig. 3.—Cut off wave established case co- 
arctation aorta. Speed—50 mm. 


Though patterns have been described for 
almost all types rheumatic heart disease, they 
not appear consistently found, the 
ballistocardiogram may assume any the 
changes previously described may normal, 
presumably depending the amount 
lying cardiac damage. 

can said, therefore, that the diagnosis 
congenital rheumatic heart disease the 
ballistocardiogram generally great help. 
most cases coarctation consistent dimin- 
ished wave present but this finding not 
pathognomonic and has been reported many 
other conditions, though not with the same 
frequency. 


SUMMARY 


general review clinical ballistocardio- 
graphy given and the following considerations 
are presented. 


The instruments common use are all 
deficient and not represent pure cardiac 
forces; the true physiological interpretation 
the curves therefore questionable. 


spite its shortcomings ballistocardio- 
graphy may used adjunct the diag- 
nosis and assessment cardiovascular disease 
but must viewed with reservation. 


Apparently normal individuals below the 
age have normal curves and the incidence 
abnormalities increases with age. abnormal 
ballistocardiogram apparently healthy 
young man should treated with caution, 
while normal curve the older groups should 
viewed with optimism. 
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There are specific patterns for any 
particular disease both the acquired and the 
congenital heart group. 

has its greatest 
clinical value the field coronary artery dis- 
ease, where suggested that the more normal 
the curve the better the prognosis. 

The newer instruments may clarify the 
entire field ballistocardiography. 
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TERMINATION PREGNANCY 
PSYCHIATRIC GROUNDS 


Attention drawn Arkle J., 558, 1957) 
the frequency requests patients and practitioners 
The historical background and the present legal position 
are outlined, and the results pregnancy series 
cases referred for account the 
mental state the patients are summarized. 


The conclusion drawn that termination preg- 
nancy account the mental state patient 
rarely justified the law Britain, and the doubtful 
wisdom extending the indications for abortion, 
certain foreign countries, discussed. 


RELATIONS 


PUBLIC RELATIONS FORUM 


Assistant Secretary, C.M.A. 


FEW REQUIREMENTS 
FAMILY DOCTOR* 


LOTTA DEMPSEY 


ALWays, nobody approached when they 
were asking hundreds people what kind 
doctor they wanted. 

I’m going tell them—now that the Mon- 
treal convention the College General Prac- 
tice has been listening the results survey 
different occupational groups their prefer- 
ences medicos. 

The only occupational group know anything 
about the one occupied with being women— 
women who have the responsibility, largely, for 
the health and happiness husband and chil- 
dren. Which means, course (although this 
not taken into account sufficiently), they have 
the responsibility for their own personal health, 
the pivot family welfare. 

want doctor who sees first human 
being, and later, living mechanism which 
may missing couple cylinders. 

want—and think thousands women 
want—a healer, mentor and medically sound 
individual who one those professional men 
our society still fulfilling the important func- 
tions the vital port-in-all-storms: that the 
family doctor. 

shocked the numbers women, often 
what the medical surveyors called the middle 
class the professional and executive class, who 
not call confidently the office trusted 
doctor every six months (or year most) for 
checkup. 

upset every time hear people discussing 
brilliant intern and saying, “but course he's 
the other day, when meet one with fine 
scholarship-studded record who prefers 
into general practice. 

want doctor who realizes, one told 
did, recently, that many women who consult 
him for the first time have cleaned out all the 
bureau drawers and mended the family’s clothes 
before making appointment. 

other words, they fear the worst and are 
scared stiff. 

And want doctor who aware watch- 
ing every expression his eyes takes 
history, and assessing every phrase 
(often, completely erroneously); and that 
the swirl the emotional uncertainty might 
feel were prisoner the bar—one pos- 
sessed utterly illogical sense guilt. 


*Reproduced the kind permission The Globe and 
Mail, Toronto. 
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want doctor who knows children and 
husband (women being only one part 
themselves, alone) and who can reassure 
that, whatever fear, I’m not the least ex- 
clusive. 

want doctor who strange one 
did once—read half-hour lecture the 
evils liquor, because have, before morn- 
ing appointment, taken glass sherry 
steady nerves for the ordeal. left miser- 
ably without divulging ailment; but was 
much younger then.) 

want him understand that, once having 
taken the plunge revealing worst tremors, 
have laid the problem his hands; from here 
can take his pronouncements with much 
greater fortitude than man would; and, havin 
already planned the future husband 
children the last clean shirt and college 
course, ready for whatever measures 
advises. 

fears are ungrounded, want him 
laugh with me, not me; and say: “But I’m 
glad you came. would have been very fool- 
ish you 

want him help fumble way through 
trying explain out symptoms 
(because, spite all the supposed modern- 
ism, still fearfully shy about what makes 
tick, miss). 

think he’s keeping touch. 

doctor might stand during 
watching the surgeon; and the grey hours 
foggy awakening, eons later, might open 
eyes see that wonderful, concerned face 
sketchily outlined against the world. 

want feel, call about sick child with 
urgency voice and terror cold against 
heart, will come humanly possible; 
and will understand, even turns out not 
serious. 

know there are doctors still this country 
who, spite the lure specialists’ tees, free- 
dom and prestige, and with marked capacities 
number fields, are just old-fashioned and 
enough and all these 
things. 

Because family doctor is, and does. 

And must, the nature the good Lord’s 
ways, one special, smallish, fraternity. 


DOCTOR-PATIENT RELATIONSHIP 


recent editorial the Journal the Arkansas 
Medical Society suggests that the disappearing patient— 
the woman who came for couple office calls and 
never returned, the man who waited the office for 
quite while and then left—may the result treat- 
ment with indifference. Each doctor, conclades, must 
his own “VP charge PR”. 
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WHAT DOES PRECEPTORSHIP OFFER 
THE MEDICAL UNDERGRADUATE? 


General Practice executive, 
third-year McGill student states 
valuable preceptorship can 
spent with British Columbia 
physician last summer. 

that feel this have been 
one the most rewarding periods medical 
experience. Rewarding experience, understanding, 
strengthening and clarification aims and gaining 
feeling purpose towards present work. Reward- 
ing, also, the personal relationship developed with 
physician preceptor’s calibre. His interest, 
friendliness and generosity not only made this associa- 
tion very pleasant, but contributed largely its being 
such profitable experience for me. thought that you 
might interested what feel gained out this 
arrangement and what think that others might gain 
from similar experience. 

“Personally, the most important thing gained was the 
reconfirmation the fact that entering the medical 
profession will doing the work that most want 
do. Medical school far removed from the actual 
practice medicine, and motivation and ultimate aims 
are easily lost sight while one student. think 
this true large number students besides 
myself. 

“Secondly, learned good deal about general prac- 
tice. preceptorship, such this, offers unequalled 
opportunity see what such practice like, how 
run, and how rewarding and satisfactory life 
can made be. These are things not emphasized 
any teaching centre. 

“Thirdly, although preceptor stated the outset 
that was not his place teach medicine me, 
nevertheless did learn lot medicine, and picked 
good deal clinical and practical experience. 
From what can gather, got lot more the latter 
than classmates who took hospital jobs during the 
summer. The opportunity sit office hours 
exceptional and extremely valuable experience. 

“As understand it, this preceptorship designed 
mostly for students who have just graduated and 
intended take place the interval between the end 
exams and the start their internship. believe, 
however, that the summer between third and fourth 
year the ideal time for it. sure you would 
get better response from third-year students, most 
whom are looking for some way get clinical 
experience. The freshly graduated M.D. tends look 
the period from graduation the beginning 
interning his last chance make sustained ‘whoopee’ 
for quite some time. 

“Again, this preceptorship enables the third-year 
student acquire the practical experience which helps 
much fourth year and which most students 
attempt acquire this time one way another. 
gives the student the chance combine this desire 
with the advantages seeing what general practice 
like and how run. would also come the 
right time helping him decide the type intern- 
ship wants get, decision which has made 
early his fourth year. 
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“It also serves guide and spur one’s ap- 
proach the final year medical school. know that 
has greatly increased what getting out this 
year’s schooling. 

“Tt true that there some lack knowledge 
the third-year level which prevents one from taking 
full advantage the opportunity but think the ad- 
vantages outlined above far outweigh this disadvantage. 

“In summary, think time was extremely well 
spent.” (Signed) Ross 

Montreal, P.Q. 


AMERICAN ACADEMY 
GENERAL PRACTICE 


ITS ANNUAL MEETING St. Louis last month, the 
American Academy General Practice had nearly 
5000 participants. Dr. Jack DeTar retired from the 
presidency and gave place Dr. Malcolm Phelps, 
52-year-old general practitioner from Reno, 
Oklahoma. Dr. Jackson Fort Worth, Texas, 
was named president-elect. 


The Academy tightened its standards for member- 
ship requiring one-year rotating internship 
absolute minimum for all members. new defi- 
nition general practice was approved. The defini- 
tion “General practice that area medical care 
performed doctor medicine those fields 
diagnosis and therapy commensurate with his pro- 
fessional competence, assuming total continuing 
responsibility for the health the individual the 
family unit”. Problems common general prac- 
titioners and specialists are discussed and 
solved liaison conferences held state chapter 
level. Other recommendations included one sur- 
gical privileges and another departments gen- 
eral practice hospitals. The first reads “Upon com- 
pletion two-year residency, which includes 
surgical training, physician may qualified and 
should granted privileges perform preoperative 
and postoperative care, minor surgery and emer- 
gency care and procedures. Elective operative pro- 
cedures will done under supervision member 
the surgical staff until defined privileges are ap- 
proved the staff.” The second recommendation 
that each delegate the Congress Delegates 
the Academy assume personal responsibility for 
utilizing appropriate channels secure endorsement 
his own state medical society the A.M.A. 
policy stimulating each medical school organize 
department general practice, and approve all 
teaching programs which afford the medical student 
opportunity for experience the general practice 
medicine. 
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SEXUAL STERILIZATION 


ARTICLE the May 1948 issue this 
Journal was said that one the commonest 
enquiries reaching the Canadian Medical Pro- 
tective Association was about the legality 
for eugenic financial 
reasons, for any reasons, matter fact, 
other than medical surgical indications which 
make the sterilization inevitable. The apology, 
apology needed, for dealing with the same 
subject again that the same enquiries are being 
made and that they comprise high propor- 
tion all the enquiries reaching the Association 
they did when the original article was pub- 
lished. 

Perhaps few general thoughts are permissible 
before dealing with the strictly legal aspects 
the problem. They are thoughts that are voiced 
members the Council the Association 
from time time. are many requests 
for sterilization made patients? Are they 
spontaneous? with the 
patients? are they the result suggestions 
made the doctors? they are spontaneous, 
logical wonder why similar requests 
are made doctors for the unnecessary suppres- 
sion other body functions. the requests arise 
from suggestions made doctors, may 
wondered why doctors pick this function 
much oftener than any others. Why not some 
the others? further reflection might 
asked why many doctors seem willing 
undertake this unnecessary and illegal surgery 
when they would not even consider some other 
surgery equally unnecessary and illegal, when 
they would, fact, quite violent their 
refusal consider it, let alone it. answers 
can given these questions but they are 
intriguing. 

The generally applicable rule that sexual 
sterilization legal only when integral 
part some procedure itself necessary for the 
preservation the health life the indi- 
vidual concerned. 

Sterilization legal therefore that great 
group cases where not the main but 
incidental result the treatment, medical 
surgical, necessary for the cure disease. There 
need worry, for example, when sterility 
results after hysterectomy made necessary 
fibroids carcinoma; where results from 
bilateral oophorectomy because ovarian 
tumours; where results from prostatectomy 
which has done because urinary obstruc- 
tion. Under these and many similar circum- 


*Secretary-Treasurer, Canadian Medical Protective Asso- 
ciation, Ottawa. 
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stances special consideration need given 
the fact that sexual sterilization will result. 
special consent’forms need signed; the usual 
consent for operation sufficient. During the 
period patients’ active sexual life and parti- 
cularly women during the child-bearing age 
only fair, when treatments are necessary 
that will result sterility, mention the 
patients that sterilization will incidental 
result the treatment. Doctors should suit their 
remarks the individual patients. some 
short general statement the course the 
broader discussion the treatment proposed 
all that necessary; other cases special em-, 
phasis and careful explanation should given 
the reasons why patients must accept subse- 
quent sterility; each individual case the doc- 
tor must fair possible with his patient. 

That doctors know right and presume 
legally right sterilize their patients under 
these circumstances can inferred from the 
fact that none them ever enquire about 
these cases. that inference correct, another 
—that doctors suspect know sterilization for 
any other reason illegal—seems equally logical. 

The following enquiry, typical the two 
three week that reach the Association, 
example one the common set circum- 
stances which result the enquiry. 

“One patients now her fifth preg- 
nancy. She has had lobectomy and her general 
health only fair. will all her health can 
stand raise her five children. She became 
pregnant spite careful contraceptive mea- 
sures. Because the trauma involved steriliz- 
ing her, would legally possible sterilize 
her husband instead? aware that 
all such cases written consent would 
required well.” 

this problem let apply the general 
rule, that the sterilization will legal only 
necessary for the preservation the health 
life the individual. true that the wife’s 
health the reason for the enquiry and the 
suggestion but the enquiry about the husband, 
not about her. Why sterilize the husband? 
not sick. There suggestion that his 
health going benefited his steriliza- 
tion. Therefore, thinking him—and the 
one whom proposed the surgery 
—the operation unnecessary and would 
illegal. 

If, the doctor says, more pregnancies are 
hazard the wife’s health, she who 
should sterilized. 

With the knowledge that the operation the 
husband should not done, what possible 
things might happen were? perfectly 
possible, course, that nothing might happen; 
husband and wife might live happily every 
after. equally possible though, rather 
more likely fact, the wife’s physical cqndition 
being what is, that the husband will left 
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expect that might remarry and should 
marry young woman she and might wish 
family. The realization that cannot father 
family might stimulate legal action against 
the doctor. The latter, because had done 
unnecessary operation, might deprived the 
protection the Medical Act and might 
sued for assault, charge might have great 
difficulty disproving. This brings another 
thought the doctor’s letter, his remark that 
aware that all such cases written 
consent would required well.” Legally 
speaking, one cannot consent illegal act. 
The operation probably would illegal, 
might easily that the consent, written 
otherwise, would not valid. 

Other reasons for sexual sterilization are given 
doctors sometimes: that the family big 
enough, too big, that the house too small, 
that the purse too short simply that more 
children wanted. None them, will 
noted, are medical reasons and none them 
therefore are valid reasons. Requests for steriliza- 
tion based them should met with imme- 
diate and firm 

There another set circumstances which 
give rise, not enquiries the Association but 
suits against doctors and damages. For very 
poor reasons, sometimes for what 
retrospect reasons, doctors will sterilize 
women during the course other surgery. The 
Association has had pay damages for some 
these cases. One award $3000 was given be- 
cause, during the course abdominal opera- 
tion woman who had children, the surgeon 
and the family doctor decided, result 
some nebulous thinking, that the woman should 
protected against further pregnancies. When 
the woman learned the sterilization took 
her very short time decide she had had 
desire protected those means. 

One problem more complex, the problem 
posed the individual who fears, knows, 
occasional diabetic, for example, wonders about 
the transmission the disease. Doctors occa- 
sionally are asked sterilize people for these 
reasons. 

some provinces specific Acts are the 
Statute Books which allow sterilization prevent 
the transmission inheritable diseases. these 
Acts have been proclaimed and are effect, 
problem posed. Sterilization may done. 
Doctors should, however, careful learn 
that the Acts are effect and they should 
sure that they comply with all the requirements 
the Acts. such Acts are effect, 
much wiser for doctors refuse steriliza- 
tion operations. 

those few cases where sterilization opera- 
tion alone, not part the treatment 
some disease, seems doctor necessary 
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preserve individual’s health life, the 
doctor should write careful case history and 
include his reasons for advising steriliza- 
tion. Then should have consultant see the 
patient, separately from himself; the consultant 
should write case history, should reach his own 
conclusion about the need for sterilization and 
should write it, with his, reasons. doctor and 
consultant agree that the procedure necessary, 
they may proceed with the expectation 
that they would safe legally, that they could 
defend themselves successfully against charge 
unnecessary surgery assault. 


goth ANNUAL MEETING 


MEDICAL COLOUR TV— 
THE FIRST 100 PROGRAMS 


[One the features the Annual Meeting 
June will the colour program. Messrs. 
Smith, Kline French Laboratories have 
kindly submitted the following information 
the program, for which they provide and 
operate the 

When the Medical Color Television Unit 
Smith, Kline French Laboratories sets its cam- 
eras for the Canadian Medical Association’s meeting 
Edmonton June 17, will mark the 104th 
convention the unit has covered eight years. Those 
eight years have proved unquestionably the value 
this medium aid and technique post- 
graduate medical education. 

Statistically, more than 750 operations every 
type have been televised. Seventeen babies have 
been delivered during obstetrical presentations. 
Nearly 1200 clinics have been televised. 
464,000 visits doctors have been recorded 
colourcasts. survey 1000 physicians has shown 
that 98.4% favour including colour meeting 
programs; 84% prefer watching surgery television 
viewing the auditorium, and 81% prefer 
televised clinics platform auditorium presenta- 
tions. 

This overwhelming acceptance medical colour 
television becomes even more impressive considering 
the comparatively short history the medium. 

1948, Smith, Kline French Laboratories ex- 
perimented with black-and-white television (then 
something curiosity itself) medical education. 
But the limitations monochrome presentations, 
particularly surgery, were obvious. The company 
had special colour equipment designed and manu- 
factured. June 1949, the SKF Medical Color 
Television Unit presented before the American Medi- 
cal Association the first colour television program 
ever seen. Two years later—in first 
colour program was presented Canada. The unit 
has travelled France and Mexico, and, the very 
time one SKF crew Edmonton, another will 
Great Britain televise, for the first time there, 
five major medical conventions. 
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Although the Smith, Kline French Unit the 
only one its kind which travels from major con- 
will come surprise learn that closed-circuit 
colour present being utilized the teaching 
programs about medical schools the North 
American Continent. 

What the reason for the success this medium? 
anyone who has been present medical colour- 
cast, the answers are obvious. 

the operating room, where there may 
many persons the surgical “team,” 
virtually impossible for anyone sitting the amphi- 
theatre obtain good view the operating field. 
But colour camera can either focused directly 
above the operating field mirror can posi- 
tioned such fashion that the image can easily 
picked camera. Not only the surgical view 
unobstructed for hundreds see, but means 
small microphone fixed his gown, the surgeon 
can make comments works. 

Most surgical techniques are televised co- 
ordination with panel surgeons another part 
the hospital. Members the panel can hold 
two-way conversations with the surgeon. And 
increase further the effectiveness the entire presen- 
tation, moderator the auditorium which pic- 
ture and sound are beamed can forward questions 
from the audience the surgeon the panel, 
both. This truly unique and invaluable method 
education—an unobstructed view surgery and 
three-way hookup. 

for clinical presentations, colour television’s 
very reliance the visual gives impact lectures 
and demonstrations which might seem routine 
they were given from the platform. Charts, diagrams 
and slides are used extensively. The camera roams 
from the visual material the speaker and back 
again interest dictates. What might static 
dynamic. There greater immediacy, greater com- 
mand attention. Perhaps part the latter stems 
from the fact that one large screen positioned 
darkened room such fashion that there are 
distractions the audience. 

June 1949, the Medical Color Television Unit 
had its command 12-inch screens. Since then, 
projection-type screens have been devised that are 
measured, not inches, but feet. The colour it- 
self has been improved. Techniques presentation 
have been refined. 

Three years ago, this journal stated article 
medical colour television: “In what amounts 
ascending cycle, expanded technical facilities 
have enabled production techniques accommodate 
much more diverse and elaborate medical material. 
Thus the scope the programs has widened the 
point where presentations impossible televise 
satisfactorily the past are now brought before the 
audience with ease and clarity 

now appears that the cycle continues ascend 
medium which continues mature. Medical 
colour television, having passed the milestoné 
100 presentations, can now said fully 
age. 
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HOUSING APPLICATION FORM 


90th Annual Meeting, C.M.A. Edmonton, June 21, 1957 


Dr. Rose, 

Chairman, Committee Housing, C.M.A., 
501 Alexandra Block, 

Edmonton, Alberta. 


Please reserve the following accommodation: 


Double room (bath shower) twin 


view the large attendance expected, the hotels have few, any, single rooms available. 
might your advantage share room with another member. Please mention below the 
name the person with whom you would like share your accommodation; otherwise assign- 
ment will made the Housing Committee. 


Names persons who will occupy the accommodation requested above: 


a.m. 

choice accommodation is: 


{NOTE: For list hotels and motels Edmonton, with their rates, see page 504 the issue March 15.] 


Unit for persons (bath shower 
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MEDICAL MEETINGS 


AMERICAN COLLEGE SURGEONS 


The American College Surgeons held sec- 
tional meeting the Royal York Hotel, Toronto, 
Monday, Tuesday and Wednesday, March 25, 
and 27. addition general sessions, there was 
special program for ophthalmologists. account 
some features the meeting follows. 


The Monday morning session began with paper 
Dr. Delarue Toronto who outlined 
rational basis for the management benign breast 
disease. was concerned limit the amount 
mutilating breast surgery done for benign conditions. 
Where the clinical diagnosis was one cystic 
disease, malignancy could usually ruled out 
simple aspiration with sharp, fine-bore needle. 
the fluid was typical cystic disease, and the lump 


completely disappeared after aspiration, there was 


indication for further therapy. bloody fluid 
was aspirated, the cyst should locally excised 
eliminate the possibility intracystic cancer. 
lump shown solid aspiration should also 
excised locally. stressed the importance micro- 
scopic appraisal nipple discharge differential 
diagnosis. ended reiterating that conservatism 
was the keystone treatment benign disease 
the breast. 


Dr. Murray Barr London, Ontario, discussed 
cytological aids diagnosis congenital errors 
sex development, emphasizing the usefulness 
cytological studies three conditions: (1) ovarian 
dysgenesis Turner’s syndrome; (2) hermaphro- 
ditism, including the adrenogenital syndrome, and 
male, female and mixed types hermaphroditism; 
(3) Klinefelter’s syndrome. The anatomy the 
sex organs was the most appropriate guide the 
sex the patient. 

Dr. Wallace Ritchie St. Paul, Minnesota, 
discussed whiplash injuries the neck. said that 
these injuries would remind older practitioners 
the “railroad spine”. Pain and stiff neck appeared 
several hours after automobile accident, and 
were accompanied few signs and normal radio- 
graph. the patient was told that had whip- 
lash injury, would become more concerned about 
this and secondary symptoms might later appear, 
such headache, nerves and dizziness. The path- 
ology the condition mystery, but there 
strong emotional element, shown 88% recovery 
after settlement claims. Early symptoms might 
due subluxation the atlanto-axial joint 
with cedema; later presumably there some myo- 
fascial lesion unknown origin together with 
occipital neuritis. common error diagnosis 
reading too much into the radiographs. Early treat- 
ment consists immobilization the neck and 
physiotherapy. Special and complicated immobiliza- 
tion apparatus tends prolong symptoms. later 
cases, traction and injection procaine into the sub- 
occipital region may help. operative 
should ever contemplated until ligation 
ended. Only cases operation necessary, 
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and this has usually meant resection occipital 
nerves. 


Symposium Care the Patient with Multiple 
Injuries. There were four contributors this sym- 
posium. Dr. Simeone Cleveland emphasized 
the significance arterial injury, which occurred 
1-2% all multiple injuries. Arterial lesions were 
important because they influence the mortality 
rate, the morbidity amputation rates, and the 
final ability the patient work. gave num- 
ber illustrations vascular injury and its manage- 
ment, and ended summarizing the manage- 
ment the patient who has sustained arterial 
wound follows: (1) treat the whole patient; (2) 
treat the whole wound; (3) treat the arterial in- 
jury. 

Dr. Donald Robertson Toronto discussed the 
treatment multiple facial fractures associated with 
other serious injuries. based his observations 
cases which there had been cranio-facial 
separation and only six which there was 
other serious injury. Concomitant injuries included 
such conditions stove-in chest, and abdominal 
and limb injuries. Twelve his patients had 
pneumocranium, and these nine required 
operation. Nearly all had some intracranial injury. 
There were five deaths, three from subdural 
toma. Nerve lesions included injury any the 
first seven cranial nerves. Hence the problem was 
complex. Dr. Robertson presented scheme man- 
agement which the teeth were wired together and 
then two suspension wires were attached the 
dental wires and passed and out emerge from 
the scalp high above the zygoma. the patient was 
edentulous, soft lead plate mould was used, ap- 
plied the hard palate and fixed the suspension 
wires, which were attached their upper end 
button applied the skin. 


Dr. Davidson Sudbury described the 
early and late management fractures patients 
with multiple injuries. said that the indications 
such cases were save life, save limb, and 
save infection. open fracture should converted 
into closed one within six eight hours 
all possible. There was relatively little place 
these cases for the use intramedullary fixation 
with Kiintscher nails. Operative reduction frac- 
tures should contemplated only the patient’s 
condition warranted it. Not only chest injury, but 
also head injury, tracheotomy might prove life- 
saving with multiple fractures. shock was present 
with skull fracture, other injuries should looked 
for. When suspicion intracranial com- 
pression, failure trephine was tragic, whereas un- 
necessary trephining was relatively harmless. Dis- 
cussing spinal injuries, Dr. Davidson pointed out 
that hyperextension was justified only the injury 
had occurred flexion; otherwise might make the 
condition worse. regards limb injuries, treatment 
was urgent all compound fractures, fractures 
humerus femur with cold white limb, disloca- 
tions and myositis ossificans, fracture-dislocation 
the ankle, and fracture the femur. Dr. Davidson 
again emphasized that intramedullary nails had 


“a 
4 
| 
¢ 
| 
q 
| 
| 
4 
| 
| 


790 MEETINGS 


little place this work; the callus produced was 
often poor, complications were not uncommon, and 
any case was not operation for the inexperi- 
enced. 

the reconstructive phase late treatment, 
proper skin coverage was essential, bone grafting 
was preferable plating nailing bone, and 
there was place for compression technique the 
infected fracture with without excision. 

Dr. McAninch London, Ontario, gave 
his views the management renal trauma, bas- 
ing his talk analysis cases. Rupture 
the kidney was due explosive increase 


intrarenal pressure, which might intrapelvic 


vascular. Rupture might either intracapsular 
extracapsular. bleeding the urine continued 
beyond four days, extracapsular rupture should 
suspected. The complications the condition 
were early and late; early ones included 
rhage, infection and extravasation and late included 
pseudohydronephrosis, uretero-pelvic stricture and 
renal atrophy. Where renal trauma was suspected, 
immediate intravenous pyelogram was essential, 
with retrograde pyelogram necessary. The intra- 
venous pyelogram could done soon the 
blood pressure had risen above systolic. Opera- 
tion was indicated for continued extra- 
vasation infection. might take the form re- 
pair, heminephrectomy nephrectomy. the 
cases analyzed, nine were cases intracapsular 
which were treated days’ bed 
rest. Only one became infected, and all cases 
ceased within four days. The five cases 
extracapsular injury were treated repair four 
cases and heminephrectomy one. Adequate follow- 
was necessary. all cases intravenous pyelo- 
gram should obtained one month after the injury, 
the patient should any case seen year 
ater. 


panel discussion the treatment debilitating 
intermittent claudication supplied 
for the moderator, Dr. Bigelow Toronto, 
and the two members, Dr. Simeone, Cleve- 
land, and Dr. Szilagyi, Detroit, give their 
views and experience the matter. The value 
grafting procedures seems well accepted every- 
body but that lumbar sympathectomy still 
moot point. Clinical means appraisal arterial 
flow give little any indication what goes 
the vessels supplying the deep muscles, since the 
larger vessels not seem under sympathetic 
control. The presence calcified plaques revealed 
radiography should not per interpreted 
contraindication sympathectomy. bilateral sym- 
pathectomy, the problem impotence must 
faced. There point performing arteriography 
good pulses can felt the popliteal, posterior 
tibialis and dorsalis pedis arteries; otherwise, any 
patient presenting with vascular problems the 
legs should undergo this diagnostic test, unless obvi- 
ous contraindications are present such sensitivity 
radio-opaque material. Vasodilator drugs were 
said value only cases vasospasm 
(Raynaud-like phenomena the legs). 
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should not attempted anyone not thoroughly 
familiar with the technique and well aware the 
few but severe complications may entail. Femoral 
arteriography the other hand relatively easy 
and harmless procedure. Both panel members gave 
simple breakdown their results arterial graft- 
ing the last few years. The relative merits end- 
to-end and side-to-side anastomoses were discussed. 
Great caution was expressed regarding the use 
commercially available plastic prostheses. Dr. Bige- 
low explained how small could get along 
without arterial bank. (Remove specimens asepti- 
cally, keep Ringer’s solution with penicillin added 
and under refrigeration—use within five six weeks. 
The consensus opinion regarding popliteal aneu- 
rysm was that the younger age group, grafting 
probably the better treatment whereas other 
circumstances excision without grafting may at- 
tempted feasible. all cases, one should not inter- 
fere with collateral circulation. All agreed without 
question that patients with Buerger’s disease should 
persuaded abstain entirely from smoking. 
blood flow through grafted area vigorous, anti- 
coagulants may not needed, particularly con- 
traindications their use are present such 
multiple traumatic injuries. 


Symposium treatment the patient with ad- 
vanced carcinoma. paper chemotherapy 
advanced carcinoma was presented Dr. 
Watt Toronto. review the various oncolytic 
agents introduced these substances groups: anti- 
metabolites, substances producing mitotic arrest, cer- 
tain plant derivations and antibiotics. Although use- 
ful therapeutic adjuvants, these substances are limited 
their scope far cell tolerance seems 
develop through mitoses similar way bac- 
terial resistance antibiotics. breast cancer, 
hormonal treatment has more offer than chemo- 
therapy, but small group patients resistant 
the former will derive benefit from the latter. Adren- 
alectomized patients subjected chemotherapy may 
undergo Addisonian crisis from the stress in- 
volved unless cortisone dosage raised. 

The management the patient with inoperable 
cancer the lung and cesophagus was discussed 
Dr. Meade Grand Rapids. Relatively few can- 
cers the lung are resectable, and the cesophageal 
tumours which can removed are even fewer. 
the speaker’s opinion all patients with carcinoma 
should informed their condition, yet nobody 
should ever told, however advanced his carcin- 
oma may be, that nothing can done for him. 
Numerous palliative measures are still available 
when surgery cannot performed; these will prob- 
ably relieve the victim’s suffering, prolong his sur- 
vival, even temporarily restore him 
good health. exploratory intervention reveals 
inoperable growth, the news should not broken 
the patient until well after the immediate post- 
operative period over, since, the ex- 
perience, the acute depression which such revela- 
tion may bring about has been known aggravate 
even precipitate circulatory and vascular collapse. 
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dinner presided over Dr. McLachlin, 
London, Ontario, was given the ballroom the 
hotel Tuesday, March 26. Numerous members 
and guests turned out with their wives. The guests 
the head table were introduced the President 
the College, Dr. Elkin. General 
Hawley opened his report the College’s activities 
with bittersweet remark the discount which 
American currency stands Canada. then pro- 
ceeded describe the organization which includes 
permanent administrative staff 80, growing 
fast that present premises are becoming inadequate. 
Scholarships are awarded the College young 
qualified surgeons who wish engage surgical 
teaching. These amount $20,000 spread over 
period three years. The library, which one time 
was one general surgical information, now most- 
devoted the historical aspect surgery. The 
General expressed his satisfaction with the quality 
the papers presented and the attendance the 
meeting (over 500 registrants) 

The guest speaker for the evening was introduced 
the person Justice Laidlaw, who was 
called upon the last moment replace the Hon. 
Mr. Justice McKay, who was ill and could not 
come the banquet. Justice Laidlaw pointed out 
that Justice McKay had been taken ill and advised 
stay home his physician. far the guest 
speaker knew, this was the first time that medical 
opinion had overruled that justice the superior 
court. The topic Justice McKay’s speech, which 
was read Justice Laidlaw, was “Shakespeare and 
the Learned Professions”. The lecturer pointed out 
how Shakespeare had not been recognized his 
day, but had reached prominence only some time 
after his death. was now looming large 
contemporary culture that could compared 
mountain range such the Himalayas the 
Andes. Not only did have thorough knowledge 
the Bible, but also seemed possess vast 
experience legal matters, and was also Nature’s 
confidant. Victor Hugo’s statement the effect that 
England possessed two books, one which she made 
and one which made her, that is, Shakespeare and 
the Bible, was given proof the universal ac- 
ceptance the English dramatist. Drawing liberally 
quotations from several his plays, the speaker 
pointed out Shakespeare’s numerous references di- 
vinity, law and medicine. The speaker’s excellent 
command the English language, together with 
his elocution, both contributed make this 
delightful afterdinner speech. 


The early part the Wednesday afternoon pro- 
ceedings was devoted symposium 
new surgery”. Dr. Morley Toronto began 
the symposium describing some recent advances 
the surgery involuntary movement. One ex- 
ample gave was the cure spasmodic torticollis 
appropriate denervation muscles. The sterno- 
mastoid denervated and then resutured. 
second stage, anterior cervical rhizotomy may 
practised with very satisfactory results, even after 
years psychiatric treatment. His audience were 
naturally interested have his views the surgi- 
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cal ablation the extrapyramidal system Parkin- 
sonism. said that had studied the subject 
thoroughly and decided that there was place for 
such treatment spite its controversial nature 
present. was therefore proposed employ the 
method suitable cases Toronto. 

Dr. Lam Detroit spoke recent 
advance intracardiac surgery, namely the closure 
septal defect with the assistance hypothermia 
and pump oxygenator. showed colour movie 
typical operation for repair such defect. 
During operations with the pump oxygenator, the 
heart stopped with potassium for ten minutes 
without harm. Paine Buffalo commented 
the modern treatment intestinal obstruction, 
stressing the fall mortality from this condition 
since 1932. This was due such advances im- 
proved anesthesia, transfusion, and intestinal de- 
compression. noted that, recent years, external 
hernia was less common cause intestinal 
obstruction, probably because routine health examin- 
ations revealed the presence hernia workers and 
these were repaired before obstruction set in. 
emphasized that where the x-ray findings conflicted 
with the clinical findings, the former must not 
taken for gospel. also noted that the trend was 
now away from the non-operative treatment in- 
testinal obstruction decompression 
There were number reasons for this: diagnostic 
difficulties, lack interns care for the patient 
adequately, improvement anzsthesia, better meth- 
ods preventing and treating infection. Decompres- 
sion might employed for hours only, after 
which decision must taken for against opera- 
tion, otherwise surgical risk would increase. 
the use devices for direct decompression the 
bowel, trocar and catheter enterotomy and 
catheter. Dr. Woolhouse Montreal men- 
tioned some advances reconstructive surgery. The 
first advance was the repair craniofacial separa- 
tion with multiple facial fractures subject also 
dealt with Dr. Robertson Monday). Treat- 
ment this condition open reduction 
ternal wiring began with tracheotomy. This measure 
facilitated control the airway, made oral hygiene 
easier and avoided the nuisance intra-oral 
intranasal tubes. Fracture reduction stages with 


wiring and approximation the cranium the 


facial bones suspensory wires coming out the 
lateral border the orbit was then described. 

The other subject dealt with Dr. Woolhouse 
was treatment certain hand injuries. These often 
suffered from treatment. described the 
cross-finger pedicle graft make good skin loss. 
pedicle graft from adjacent finger may 
allowed run the full length the finger. Secondly 
illustrated with slides relatively simple method 
reconstructing useful thumb. The index finger 
was used one-stage two-stage operation 
replace lost thumb. Dr. Shannon Montreal 
described his method preventing chronic bone 
infection. infected compound fractures with much 
tissue loss, used debridement plus split skin 
graft, plus pressure dressing obliterate all cavi- 
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ties. The first dressing was then done days later. 
The patient was left with closed fracture which 
could treated ‘by bone grafting, etc. believed 
that this method converting compound 
simple fracture would prevent much chronic bone 
infection. Dr. Cleveland empha- 
sized that some cases hypertension were due 
renal arterial stenosis. had encountered num- 
ber patients the period 1950-54 with this type 
hypertension and had perfected method 
aortography for diagnosis. Mistakes the past had 
been due inaccurate x-ray technique. enumer- 
ated the indications for this diagnostic aid, empha- 


sizing its use hypertensive patients under the age 


35, and older patients with sudden onset 
accelerated malignant hypertension. During 1955- 
had performed renal angiography 104 
patients, whom were found have some renal 
arterial disease. Twenty-three had 
sclerosis, two had renal arterial stenosis, one had 
embolism and one thrombosis the renal artery. 
described the use graft between the aorta 
and the poststenotic portion the renal artery. 
had operated cases with this condition and 
cured seven (one with graft, six with nephrec- 
tomy) and improved eight (all nephrectomy). 


CANADIAN CANCER SOCIETY 


TAKE NOTICE that the 1957 Annual 
the Canadian Cancer Society will held the Palliser 
Hotel, Calgary, Alberta, Tuesday, June 11, 8.30 
p.m. (local time) receive the reports the Directors 
and the Auditors and transact such other business 
may properly brought before the meeting. 
order the Directors, 

GEORGE PIFHER 

May 1957. 


LETTERS THE EDITOR 


EXCESSIVE MEDICAL SERVICES 
AND CONTROLS 


the Editor: 


With your permission would like make some 
comments the article Dr. Harding leRiche entitled 
“Excessive Medical Services and the Question Con- 
presented the Journal February 15. 

his first paragraph Dr. leRiche states that medical 
administrators “will increasingly faced with the 
problem what appears excessive utilization”. 
This supposition Dr. leRiche’s then treated his 
article actual fact without any shred evidence 
support this thesis. 

The third paragraph, dealing with excessive services 
for gain and excessive services resulting 
apprehension the part fusspot physician, 
significant commentary Dr. leRiche’s attitude toward 
the practising physician, particularly the general prac- 
titioner. implying lack integrity wide 
scale and treating this major economic factor. 
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What would the reaction this idea Canadian 
Medical Association convention were presented 
any section item for serious consideration? 
that Dr. leRiche definitely out touch with 
the nature medical practice this community. 
certain that observation any active practice will bear 
out the fact that the majority patients tend neglect 
rather than exaggerate their medical problems. the 
exception rather than the rule for patients come 
for proper follow-up visits, for example, following 
serious illness. The biggest problem medical economics 
neglect conditions, and not exaggeration 
medical 

the main part his article Dr. leRiche comments 
upon the variations present the utilization medical 
services different communities New York State and 
Great Britain. Mention made that marked varia- 
tion the number annual services rendered 
patients different general practitioners also exists 
Britain; addition, remarks the need de- 
termine “why certain medical conditions need longer 
stay hospital under certain physicians than under 
other physicians”. These remarks are statement 
situation exists. Since the evidence even Dr. 
leRiche’s article points the presence situation 
marked variation medical utilization influenced 
factors which are far unknown, there can just 
logical basis for Dr. leRiche’s contention impose 
controls situation whose nature not properly 
understood. Attempts impose controls such 
situation must lead gross abuse. 

Any interference third party has one effect 
upon the relationship between the doctor 
patient, and that discourage the patient from com- 
ing for the attention that the doctor considers neces- 
sary. Since many people seek medical attention onl 
when they suffer alarming symptoms changes, suc 
interference thus becomes serious threat the life 
that person and can lead only 
further neglect illness. example let take the 
problem person with incipient angina pectoris. 
medical scheme this man could discouraged from 
seeking proper medical advice until developed 
alarming symptoms such coronary thrombosis. Be- 
cause still covered the medical prepayment 
the prepayment scheme now faced with much 

eavier expense and the economic loss the com- 
munity multiplied: Similarly, any attempt apply 
formula based averages rigid manner without 
for the exceptional case disservice the 
health the community. 


4687 Yonge St., 
Willowdale, Ont., 
April 1957. 


THE LONDON LETTER 


(From our own 


THE 


‘there has been neither settlement 
the profession’s claims nor the submission that 
claim arbitration’, the general medical services com- 
mittee the British Medical Association recommending 
that the resignations all National Health Service 
general practitioners collected forthwith 
and that the Committee’s plan for progressive with- 
drawal general practitioners from the Service put 
effect. 

The Committee’s plan that certain areas the 
country practitioners are give notice July 
their intention withdraw from the Service October 
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This means that these areas, from that date, 
general practice under the National Health Service will 
cease, During the month October, former 
patients will treated privately but private fees 
will asked them. November the Govern- 
ment still declines agree satisfactory settlement, 
patients will charged token fee 5s. con- 
sultation and 7s. 6d. visit. General practitioners who 
resign will given financial support from the Defence 
Trusts the Association, and doctors all areas are 
being asked agree additional levy 3d. 
patient per quarter assist those doctors who suffer 
financial loss the areas which the resignations 
have taken effect. 

What the outcome this tragic decision will be, 
one can foretell the moment writing. Whatever 
the sequel, however—whether the practitioners the 
country will agree resign not—it com- 
mentary the state which honourable profession 
has been reduced the machinations Govern- 
ment which ought have known better. 


While the Prime Minister, the intervals govern- 
ing the country, treats the medical profession like errant 
schoolboys, his Chancellor the Exchequer 
formed Parliament that the total cost the National 
Health Service 1957-58 will £690 million. When 
the Service was introduced 1948 was estimated 
that would cost £175 million year. this total 
£690 million, £550 million—or £49 million more than 
offset the rise cost the Government proposing 
increase the contributions under the National Insurance 
Fund. When the Service was introduced, was expected 
that the contributions towards the cost the Service 
from the National Insurance Fund would provide about 
one-fifth the gross cost the Service. Today pro- 
vides only one-seventh. 


New national life tables just issued the Registrar 
General show that the expectation life boy 
birth has increased nearly years the past 
years, whilst that for girl has increased more than 
years. These increases are largely the result the 
improvement infant mortality. 1910-12, 120 out 
every 1000 boys born, and out every 1000 girls 
born, died before reaching their first birthday. The 
responding figures for 1950-52 were boys and 
Women have fared much better than men the 
improvement longevity. age 60, for instance, the 
expectation 1950-52 mortality about years 
for men, increase year the figure years 
earlier, whereas for women now years, in- 
crease years this period. 


Newcastle upon Tyne has just been celebrating the 
coming-of-age its obstetric emergency service, 
“flying squad”, which answered its first call October 
15, 1935. During this period has responded 1377 
urgent calls, “Flying squads” are now based 172 
maternity units England and Wales, and 
during the last three months reviewed Ministry 
Health (April-June 1956) these squads have been 
called 713 occasions. This implies over 2800 calls 
year, every thousand domiciliary confine- 
ments. Third-stage complications comprise 80% 
the calls, but other important uses the Service 
are steadily unfolding, such abortions, antepartum 
eclampsia, prolapse the cord, and acute 
inversion the uterus. 
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According the annual report the Institute 
Psychiatry the University London, single persons are 
more likely enter mental hospitals than marri 
persons, and once they are less likely reach the 
point which they can discharged. This conclusion 
based upon the findings analysis the records 
11,000 patients admitted observation units and 
mental hospitals the Metropolitan area. the group 
men aged between 40, the number first 
admissions per million was 1455 for single men and 299 
for married men; the corresponding figures for women 
were 1262 and 536. 


London, April 1957 THOMSON 


WORLD MEDICAL ASSOCIATION 


29th COUNCIL SESSION 


The Norwegian Medical Association will host the 
29th Session the Council the World Medical Asso- 
ciation Oslo, Norway, April May 1957. 

The Council the executive body the World Medi- 
cal Association and includes the elected officers, Council 
members and officals the organization. Twenty-three 
members from countries are expected attend, one 
coming from far away Australia, India and 

ile. 


AGENDA ITEMS 


The Council this session prepares its reports and 
recommendations for the General Assembly 
1957. Some the topics under consideration are: 

Ways and means implementing world-wide recogni- 
tion and protective powers the emblem for civilian 
doctors and their units time war. 

International Medical Law. 

The trend some countries toward establishing various 
degrees” medical qualification. 

Medical Secrecy under Medical Social Security plans. 

The program the Second World Conference 
Medical Education (Chicago, 1959). 

and recommendations resulting from the 
Latin American Hospital Conference (Havana, 

The role the Regional Secretary and Secretariat. 

Priority expenditure Association funds. 

Repository for Medical Credentials—progress 
report. 

Desirability compiling and publishing report 
the conflict and outcome medical organizations and 
various government agencies certain countries. 

Liaison Officers’ reports other organi- 
zations interest the World Medical Association. 

Conditions medical practice Cuba and Norway. 


The Norwegian Medical Association will tender 
formal dinner the members Council the Museum 
Arts: and, after the Council Session has ad- 
journed, will provide sightseeing tours for the members. 
The City Oslo has invited the Council evening 
reception Town Hall. 


OFFICERS AND OFFICIALS 


The current officers the World Medical Association 
are: President, Dr. Bustamante (Cuba); President 
Elect, Dr. Ahmet Rasim Onat (Turkey): Treasurer. Dr. 
Emst Fromm (Germany). Council Officials include: 
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Chairman, Dr. Lorenzo Garcia-Tomel (Spain); Assistant 
Chairman, Dr. Léon Gérin-Lajoie (Canada); Consult- 
ant General, Dr. ,T. Routley (Canada); Executive 
Editor, Dr. Austin Smith (U.S.A.); Associate Editor, Dr. 
Gilder (Canada); Official Liaison Officer, Dr. 
Jean Maystre (Switzerland); Secretary General, Dr. 
Louis Bauer (U.S.A.). 


REPRESENTATIVE WORLD HEALTH ASSEMBLY 


Following the close the 29th Council Session the 
World Medical Association, some its members will 
Geneva, Switzerland, attend the 10th World Health 
Assembly the World Health Organization. 


OBITUARIES 


DR. WILLIAM BRYANS, 78, founder the 
Campbell Clinic, died Lethbridge, Alta., March 
24. was born Brussels, Ont., and graduated from 
the University Toronto 1906. interned for two 
years the Toronto Western Hospital. Dr. Bryans 
practised for nine years Carmangay, Alta., before 
Lethbridge, where joined the Campbell 
Clinic. 
survived his widow and one son. 


DR. WALTER BROOKS CROWE, 81, Trenton (Ont.) 
physician for nearly years, died Trenton Memorial 
Hospital March 20. was born Stockdale, 
Ont., and graduated from Trinity Medical College, 
Toronto, 1896. After postgraduate work Edinburgh 
and Glasgow, Dr. Crowe began his practice Manitoba. 
During World War served medical examiner 
with the district regiment the Canadian Army. 
was Hastings for some time, 
medical officer health for Trenton. 

Dr. Crowe survived one son daughter. 


DR. DOUGLAS GILMOUR CLENDENNAN, former 
coroner Wentworth County, Ontario, died Hamilton 
March 13. was graduate the University 
Western Ontario. served overseas with the 159th 
Battalion from Sudbury World War and was 
Captain with the R.C.A.M.C. World War II. 

Dr. Clendennan survived his widow, son and 
daughter. 


DR. IAN GILHULY, 58, died Minnedosa, Man., 
March 25. was born Selkirk, Man., and graduated 
from the University Manitoba 1925. practised 
Saskatchewan and Rapid City and Roblin, Man., 
before moving Minnedosa 1942. Dr. Gilhuly served 
both World Wars, with the rank Major World 
War II. 

survived his widow, one son and one 
daughter. 


DR. ARTHUR WOODS HICKS, 82, Western 
physician for almost years, died March 
Winnipeg, Man. was born Mitchell, Ont., and 
graduated .from Trinity Medical College, Toronto, 
1903. Dr. Hicks practised Halbright, Shaunavon and 
Ceylon, Sask., and Redcliff, Alta., before moving 
Winnipeg 1925. practised Roblin, Man., from 
1936 1951, when returned Winnipeg, retire. 
survived one daughter. 


DR. ARGYLE McMURCHY, 59, died Regina 
March was Arden, Man., and graduated 
from the University Manitoba 1930. practised 
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Neudorf, Armley and Melfort, Sask., from 1931 
1950. For tour years worked with the Saskatchewan 
Department Public Health Regina. Dr. McMurchy 
moved Vancouver 1950. had served for three 
years the Canadian Army World War 


survived his widow and two daughters. 


DR. JOHN PETTIGREW MORTON Hamilton, Ont., 
died April 13. had been head the ophthalmol- 
ogy and otolaryngology services the Hamilton General 
Hospital for many years. Dr. Morton was born Dal- 
keith, Scotland, 1876 and had received his premedical 
education Hamilton. took his M.B. degree the 
University Toronto 1897 and spent several years 
abroad doing postgraduate work. His many achievements 
included being Licentiate the Royal College 
Physicians Edinburgh and Fellow the Royal 
College Surgeons Edinburgh and Canada, 
Fellow the American College Surgeons, former 
president the Ontario Medical Association (1917), 
the Hamilton Medical Society and the Hamilton 
Scientific Association. His passing loss 
prominent exponent Canadian medicine. 


DR. ROBERT COLES RILEY, 58, director the 
Cancer Clinic Southern Alberta, died Calgary, 
Alta., March 18. was born Brantford, Ont., 
and graduated from the University Toronto 1926. 
had served the Army Medical Corps World 
War Dr. Riley interned the Hamilton General Hos- 
pital for two years, and spent months there 
pathologist before moving Regina pathologist the 
Regina General Hospital. 1938 became pathologist 
Holy Cross Hospital, Calgary, and 1951 was 
appointed director the provincial cancer clinic. 
had been chairman the medical advisory board 
the Calgary branch the Canadian Cancer Society 
since 1947. was awarded special citation for 
organizing the blood transfusion service during World 
War II. 

Dr. Riley survived his widow, one daughter and 
two sons. 


DR. WARREN SNYDER, 54, medical officer health 
for Mimico until his retirement this year, died To- 
ronto March 25. was born Toronto and gradu- 
ated from the University Toronto 1927. prac- 
tised Mimico until his retirement. For several years 
was coroner for Mimico. 


Dr. Snyder survived his widow and one daughter. 


DR. WELLINGTON STEPHENS, 83, former medical 
missionary China, died Toronto March 22. 
was Waldemar, Ont., and graduated from 
Trinity Medical College 1899. served with the 
Presbyterian Church China until 1902. Dr. Stephens 
practised Yellow Grass, Sask., until going overseas 
1917 with the Medical Corps. 1921 returned 
Toronto, where practised until his retirement three 
years ago. 


Dr. Stephens survived his widow and one son. 


PROF. HENRY ERNEST SIGERIST. regret 
announce the death the famous medical historian, 
Professor Sigerist, who died March the 
Swiss village Pura, which retired 
United States 1947. Professor Sigerist was aged 
years; was born Paris Swiss parents, and sub- 
sequently lived Zurich, London, and Leipzig, where 
succeeded the famous Karl Sudhoff Director the 
Institute the History Medicine. 1932 became 
associated with the Johns Hopkins Hospital, Baltimore, 
director the Institute the History Medicine. 
After his retirement Switzerland began the writing 
eight-volume History Medicine. 
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ABSTRACTS from current literature 


MEDICINE 


Pulmonary Disease Following Chronic Chemical 
Ganglionic Blockade. 


Am. Med., 22: 37, 1957. 


Eight patients with malignant hypertension 
and moderate azotemia, who had been treated with 
ganglionic blocking agents and hydralazine, developed 
extreme tachypnoea before necropsy, they were 
found have fibrinous pneumonitis, resembling urzemic 
pneumonia. Shortly before death they 
tachycardia, leukocytosis, and alkalosis 
Control their hypertension had been poor. The micro- 
scopic lesions the lungs were then studied 
patients with arteriolar nephrosclerosis who had received 
methonium salts and similar patients who had not 
been treated. Fibrinous pneumonitis, described 
above, was significantly more frequent the methonium- 
treated patients than the others. However, when 
occurred, was anatomically similar both groups. The 
condition was found rare patients 
except those treated with hexamethonium. 

These facts suggest that methonium salts may exert 
effects similar those nitrogen retention products 

the uremic state the pathogenesis fibrinous 
pneumonitis. SHANE 


Hydrothorax Congestive Heart Failure. 


Am. Med., 22: 83, 1957. 


For many years the common concept has been that the 
pleural effusion congestive heart failure primarily 
the right side. Several theories have been propounded 
explain the alleged preponderance right othorax 
congestive cardiac failure. Damming back blood 
the right pulmonary vein dilated right atrium was 
thought one mechanism. Another theory attached 
significance the preponderance pulmonary emboli 
the right lung. has been generally that pleural 
effusion congestive heart failure due the preven- 
tion the return blood the heart mechanical 
obstruction, with resulting transudation fluid into the 
pleural space; that the hydrothorax based 
pleural reaction inflammatory condition one 
many the organs that come into contact with it. 

The present study approaches the problem statistically, 
with some rather interesting results. 290 patients with 
hydrothorax due congestive heart failure, had 
unilateral right-sided hydrothorax, had unilateral left- 
sided hydrothorax and 255 bilateral hydrothorax. 
Thus the incidence right and left hydrothorax this 
sample was approximately equal, since, 290 patients, 
279 had right-sided hydrothorax and 266 had left-sided 
hydrothorax. 

would appear therefore that, statistically speaking, 
left-sided and right-sided hydrothorax are equally com- 
mon congestive cardiac failure. SHANE 


Prognostic Significance Negative Waves the 
Electrocardiogram Hypertension. 


Kemp al.: Circulation, 15: 98, 1957. 


Negative waves were found 23% 287 electro- 
cardiograms hypertensive patients. The group pa- 
tients with negative waves showed higher average 
diastolic and mean blood pressures,. more advanced con- 
gestive heart failure, higher incidence marked car- 
diomegaly and more serious cerebrovascular 
complications, and higher mortality than the group 
with positive waves. 

Normal heart size, normal electrocardiographic 
terns, and absence evidence renal impairment 
congestive heart failure occurred more commonly the 
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with positive waves. Negative waves were 
ound 43% 114 cases “left ventricular strain” 
pattern hypertensive patients. 

the presence left ventricular strain pattern, the 
patients with negative waves had more advanced 
congestive heart failure, higher incidence marked 
cardiomegaly and and higher mortality than 
the patients with positive isoelectric waves. 

concept has been advanced that, the evolution 
the left ventricular strain pattern, inversion the 
wave late event that follows the inversion the 
wave certain time lag. the few cases which 
inverted wave followed positive wave, the 
morbidity and mortality were very high. SHANE 


The Syndrome Gastroduodenal Disease Associated 
With Chronic Cor Pulmonale. 


Dis. Chest, 31: 195, 1957. 


The syndrome gastroduodenal disease associated with 
pulmonary emphysema and chronic cor 
described. Autopsies cases pulmonary emphy- 
sema with right heart disease revealed peptic ulcer 
the stomach and duodenum 21, 
gastritis like number clinical cases studied 
x-ray examination the upper gastro-intestinal tract 
yielded 30% ratio peptic ulcer and high incidence 
gastritis. Almost all these had history pain 
typical peptic ulcer. high proportion died rom 
and perforation. 

the absence characteristic symptoms, lack 
state marked hypoxia might occa- 
sionally serve diagnostic pointer peptic ulcer 
bleeding gastritis. Absence however, 
may also due other causes. addition, many 
these cases not bleed, and maintain the polycythzmia. 

advised that all patients this group subjected 
x-ray studies, and necessary gastroscopy. This the 
only means correct diagnosis and insti- 
tuting early treatment order forestall serious com- 


plications. SHANE 


The Surgical Management Coronary Artery Disease. 


975, 1956. 


The present Beck operation simple one and consists 
four steps. The first step the passage ligature 
around the coronary sinus about cm. from its 
ostium the auricle, constricting the sinus down 
lumen about mm. This narrowing the sinus accom- 

lishes certain favourable and unfavourable results. 

rings about somewhat greater extraction oxygen from 
the venous blood, which normally already greatly re- 
duced. The mild venous stasis reduces oxygen differen- 
tials the presence arterial occlusion, 
probably protects the heart with coronary disease. also 
produces intercoronary channels. the other hand, 
pressure may reduce total coronary 
artery inflow. the sinus hard approach opera- 
tion, cases with cardiac enlargement, this step 
omitted. However, only rarely this the case. 

The second step consists abrasion the lining 
the parietal pericardium and the epicardial surface the 
heart. This produces inflammation, with resultant inter- 
coronary channels. Necrotizing chemicals such carbolic 
acid should not used for this purpose. 

The third step consists the application about 0.3 
coarsely ground asbestos the surface the heart, 
producing mild inflammatory reaction. Asbestos the 
and least irritating substance that has been 
tested. 

The fourth step bring the mediastinal fat into 
contact with the heart that can act graft upon 
the heart. Each step this operation contributes some- 
thing the final result. The operation itself tolerated 
remarkably well. requires approximately one hour 
perform. should emphasized that there need 
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for haste during operation. instance has the dura- 
tion operation contributed any untoward complica- 
tions. 

series 100 consecutive patients was operated upon 
this method, without operative mortality. One patient 
had fatal coronary occlusion before was discharged 
from hospital. This patient was ambulatory, was relieved 
his anginal pain and was obtaining good early result 
from operation when this occlusion occurred. 
operation the heart was carefully examined and the 
results these examinations are given. The left ventricle 
was enlarged and normal 60. aneurysm was 
present seven. There was observable infarct 
and one more infarcts were found 78. Arterial 
lesions were observed palpated and not found 
three. The term “salvage” was applied operations 
which the left ventricle was enlarged and there was 
area myocardium with reduced absent 
Because severely damaged myocardium, expected 
benefit from operation this group was usually con- 
sidered questionable, though some the best clinical 
results were obtained patients this category. Indeed, 
one patient signs failure disappeared 
after operation, done one year ago. SHANE 


SURGERY 


The Treatment Mitral Insufficiency the Purse- 
String Technique. 


33: 75, 1957. 


Twenty-seven patients with rheumatic mitral insufficiency, 
pure combination with mitral stenosis, were sub- 
jected the mitral purse-string operation. six 
these patients, mitral commissurotomy was 
formed. .Fourteen these patients were intractable 
cardiac failure with severe pulmonary congestion, hepa- 
ascites, and dependent cedema the time 
surgery. Within eight months all but one these patients 
had died. appeared that these cases pre-existing 
irreversible myocardial, pulmonary and hepatic changes 
were too great overcome mere correction the 
valvular lesion. However, the writers point out that this 
surgical procedure could accomplished with accuracy 
under the conditions noted, without surgical complica- 
tions and with satisfactory toleration the procedure 
patients precarious state. 

Thirteen other patients chronic (but not intractable 
congestive heart failure were likewise subjected this 
surgical procedure, after temporary 
congestive failure. Three these patients died within 
three months, but the deaths two were due avoid- 
able technical errors. The remaining patients are 
considered vastly improved during periods from 
two months after operation. Objective methods 
assessment have substantiated the clinical improvement 
noted these patients. 

The writers feel that this procedure one consider- 
able merit and that further extensive trial indicated 
patients earlier stage their disease. 

SHANE 


Supracondylar Fractures the Humerus Children. 
Lawrence: Brit. Surg., 44: 148, 1956. 


series 100 cases supracondylar fractures treated 
manipulation under general and immobi- 
lized posterior slab and strut held place cot- 
ton bandages was reviewed. more than two manipu- 
lative reductions were attempted, and the fragments 
slipped third time the position was accepted. Reduc- 
tion was controlled serial radiographs and was easy 
carried out before gross swelling occurred. When redis- 
placement occurs, usually about the fifth day. 
backward displacement cannot corrected, the normal 
carrying angle should restored. The capacity the 
bones children remodel themselves open 
reduction unnecessary. Median nerve lesions disappear. 
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the radial pulse felt immediately after reduction but 
disappears later, there does not appear serious 
any point the extremity. Burns PLEWES 


Nodular Goitre. 


Ross; Roy. Coll. Surgeons, 
Edinburgh, 81, 1956. 


The terms hyperplastic goitre, colloid goitre, nodular 
non-toxic goitre and nodular toxic goitre 
mended. argued that solitary thyroid nodule 
neoplasm—an adenoma—but the diagnosis still doubt 
till the thyroid examined operation. About 10% 
single nodules removed operation turn out 
malignant. nodule has become larger may malig- 
nant, but more often tender and larger because 
into innocent tumour. 

Toxic adenoma unusual out removed aden- 
omas) and may hyperactive without showing clinical 
hyperthyroidism. The thyroxine formed the tumour 
inhibits the rest the gland till large. nodular 
toxic goitre, the most active parts the gland lie be- 
tween the nodules, but toxic adenoma lies inert 

land substance, the resection operation should 
iffer permanent hypothyroidism and recurrence are 
avoided. adenoma does not usually respond 
drugs, but thiouracil might control toxic 
were possible rule out malignancy. The argument 
whether adenomas become malignant hard settle 
because the histological determination malignancy 
varies St. Bartholomew’s there were four 
carcinomas patients with multinodular goitres and 
eight with single nodules. suggested that 
tumour ultimately proved malignant has been 
malignant from the start. 

The treatment thyroid adenoma should 
the fact that may toxic malignant without 
showing clinical signs prove so. should re- 
moved while the matter still doubt with good reason 
hope for complete cure. The goitre with multiple 
nodules rarely demands operation urgently. 

Burns PLEWES 


Diagnostic Errors Acute Appendicitis Children. 
(In Russian.) 


Khirurgiya, No. 10, 46, 1956. 


number diseases organs abdominal and thoracic 
cavities children may easily mistaken for appendi- 
citis, because the similarity early symptoms, ana- 
tomical variations location some internal organs, and 
complex visceral reflexes resulting radiation the 
pain distant from the diseased organ. 

Often pneumonia will begin with acute abdominal 
signs. The lungs should carefully examined every 
child admitted with acute abdominal distress, however 
diagnosis may appear. Position the patient’s 

ody, temperature, expression and colour the face may 
help arriving correct diagnosis. Very high 
leukocytosis (over 20,000) and low NaCl content 
urine, along with other symptoms, suggest pneumonia. 

Any infectious disease may begin child with acute 
abdominal symptoms. such cases the skin and the 
throat should carefully examined. The abdominal 
symptoms should watched closely, appendicitis 
may present simultaneously with infectious disease. 
Tonsillitis, influenza, diphtheria, scarlet fever, measles, 
malaria, and typhoid fever may simulate acute appendi- 
typhoid fever, high temperature, headache, 
chills, bradycardia and leukopenia are against appendi- 
citis. Rigidity abdominal muscles and localization 
the pain are absent. 

Sometimes kidney infections, kidney stones and also 
diseases liver and gall-bladder, Schoenlein-Henoch 
purpura, mav obscure diagnosis. 
the other hand, diarrhoea small children should not 
neglected, often accompanies acute appendicitis. 
girls, abdominal pain preceding the first menstruation 
often resembles appendicitis. 
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The author illustrates the paper with several short 
case reports. concludes that all cases with suspicion 
acute appendicitis should immediately hospitalized 
and subjected complete physical examination 
order avoid mistakes diagnosis and assure proper 
treatment. 


Experience with Corticotropin and Corticosteroids 
Severe 

A.M.A. Arch. Surg., 73: 804, 1956. 


seems possible “buy time” for patients who are 
severely ill with peritonitis with corticotropin and 
adrenocortical steroid hormones order allow anti- 
biotic therapy. such cases, surgical intervention which 
could not otherwise tolerated may become possible. 
When the hormones are used, antibiotic therapy should 
continued for least week after they are discon- 
tinued. 

The effect adrenocorticotropic 
and they are useful only severe fulminating peritonitis. 
the Boston City Hospital such cases occurred 
five years and were given corticoid therapy, with 
survivals. 

Corticoid therapy has permitted definitive surgery 
patients who might otherwise not operated upon. But 
the hormones may mask signs that the clinical ap- 
pearance the patient not measure his true state. 
should rule that when they are used peritonitis, 
operation must done soon the patient fit for 
it. Burns PLEWES 


OBSTETRICS AND 


Diagnosis Ovarian Carcinoma Vaginal Cytology. 


655, 1956. 


Ten patients are reviewed from whom vaginal smears 
were obtained prior diagnosis carcinoma the 
ovary. Seven the smears were diagnosed “malig- 
nant” and two “highly suspicious”. 

Small atypical glandular cells were uniformly ex- 
hibited the vaginal smear each patient with 
ovarian carcinoma. The has been noted 
other observers and was constant finding this study. 

Unequivocally, malignant vaginal smears justify in- 
vestigating diagnosis genital abdominal carcinoma, 
and such smears patients without demonstrable malig- 
nancy the vagina, cervix uterus suggest the possi- 
bility ovarian carcinoma. 

False-positive smears are uncommon and should re- 
main exclusion diagnosis accepted only after 
exhaustive survey the entire genital tract has been 
carried out. 

The occurrence positive vaginal smears such 
proportion ovarian carcinoma studied suggests that 
serial vaginal smears may offer potential aid 
early diagnosis ovarian malignancy when screened 
Ross MITCHELL 


Fetal Anoxia and its Possible Relation Changes 
the Prenatal Fetal Electrocardiogram. 


SouTHERN: Am. Obst. Gynec., 73: 233, 


Prenatal fetal electrocardiograms were recorded 
pregnancies. analysis the fetal complexes, their 
timing and pattern reported. The characteristics 
fetal electrocardiograms control cases normal 
pregnancy and labour were studied. 

postulated that alterations the wave, P-R 
interval, QRS voltage, segment, and waves are 
present the prenatal fetal electrocardiogram associa- 
tion with reduced oxygenation the fetus. 

The effects of: (1) fetal anoxia and distress labour; 
(2) and maternal hypertensive state; and (3) post- 
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maturity upon the prenatal fetal electrocardiogram were 
studied, and some cases variations were correlated 
with the arterial oxygen saturation cord blood birth. 
The potential role prenatal fetal electrocardiography 

the detection intrauterine anoxia discussed. 
Ross 


Spermigration and its Relation the Morphology and 
Motility Spermatozoa. 


Internat. Fertility, 45, 1955. 


With the aid hollow sound with mandrin 109 post- 
coital specimens intrauterine contents were aspirated 
from women during the ovulation phase. cases 
the intrauterine specimen contained sufficient sperma- 
tozoa permit morphologic analysis the spermatozoa. 


When the sperm specimen satisfactory sperm migra- 
tion normal, provided the cervical mucus shows the 
physiochemical properties the ovulation phase. 


The greater the percentage abnormal spermatozoa 
the smaller the prospects sperm migration into the 
uterine cavity. The relative number abnormal sperma- 
tozoa retained the uterine cervix far greater than 
that normal spermatozoa. Passage through the cervix 
thus selective. This selection probably important 
biologic function the cervix. Ross MITCHELL 


THERAPEUTICS 


U.S. Veterans Administration—Armed Forces Coopera- 
tive Studies Tuberculosis. Antimicrobial Therapy 
the Treatment Primary Tuberculous Pleurisy 
with Effusion. 

FaLK Am. Rev. Tuberc., 74: 
897, 1956. 


comparison was made the tuberculous complications 
and recurrence pleural effusion following the onset 
primary tuberculous pleurisy with effusion series 
patients treated with antimicrobial agents and 
untreated. was apparent that chemotherapy has sharply 
reduced the incidence tuberculous complications after 
tuberculous effusion from 19% the untreated group 
the treated group followed for four years. 
The necessity for firm clinical diagnosis, despite nega- 
tive bacteriological pleural fluid sputum, 
was substantiated the high rate subsequent tuber- 
culous relapse those patients without proved tubercul- 
ous bacteriological etiology. SHANE 


Treatment Angina Pectoris with Disodium Ethylene 
Diamine Tetraacetic Acid 


Am, Sc., 232: 654, 1956. 


Treatment coronary artery atheromatosis with its 
commonly fatal syndrome angina pectoris was ap- 
proached through the calcium cholesterol integration 
the matrix. The chelating agent, ethylene diamine tetra- 
acetic acid (EDTA), was used because its ability 
remove metastatic calcium, especially from the endo- 
cardial surface the human heart. EDTA action de- 
vitalizes living metastatic calcium and continues in- 
fluence the body economy therapy has been 
stopped. 

reported patients with angina pectoris treated 
with EDTA, survivors obtained unusual symptomatic 
relief. The abnormal electrocardiograms six patients 
reverted normal patterns under EDTA therapy. 
seven there were fixed changes old myocardial in- 
farctions. Patients with angina pectoris due medial 
sclerosis the coronary arteries may not influenced 
EDTA. The writers consider that there inti- 
mate relationship between calcium and cholesterol 
the atheromatous matrix. SHANE 
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FORTHCOMING MEETINGS 


CANADA 


nual Meeting, Victoria, B.C. (Dr. Stuart, St. 
Joseph’s Hospital, Victoria, B.C.) May 11-12, 1957. 


AMERICAN Annual Meeting, 
Quebec, Que. (Dr. Norman McCormick, President, Ameri- 
can Radium Society, 1687 Wyandotte St. East, Windsor, 
Ont.) May 30-June 1957. 


CANADIAN Annual Meet- 
ing, London, Ontario. (Professor Carpenter, De- 
partment Bacteriology, Ontario Agricultural College, 
Guelph, Ont.) June 10-12, 1957. 


CANADIAN OPHTHALMOLOGICAL Banff, Alberta. 
(Dr. Kelly, Secretary, St. Clair Avenue West, 
Toronto Ont.) June 13-16, 1957. 


CaNADIAN 90th Annual Meet- 
ing, Edmonton, Alberta. (Dr. Kelly, General 
Secretary, 150 St. George Street, Toronto Ontario.) 
June 17-21, 1957. 


> 
CANADIENNE D’OTOLARYNGOLOGIE), Annual Meeting, 


Banff Springs Hotel, Banff, Alta. (Dr. Henry, 
Medical Arts Bldg., Toronto, Ont.) June 


INTERNATIONAL CONGRESS RHEUMATIC 
EASES, Toronto, Ontario. (Ninth International Congress 
Rheumatic Diseases, P.O. Box 237, Terminal “A”, 
Toronto, Ont.) June 23-28, 1957. 


CANADIAN Saskatoon, Sask. 
Christopher Kilduff, University Hospital, Saskatoon, 
Sask.) June 24-26, 1957. 


CANADIAN TUBERCULOSIS ASSOCIATION, 57th Annual 
Meeting, Vancouver, B.C. (Canadian Tuberculosis Asso- 
ciation, 265 Elgin Street, Ottawa, Canada.) June 24-30, 
1957. 


UNITED STATES 


STATES AND 42nd Annual Meeting, Cleveland, 
Ohio. (Mr. Kneifl, Executive Secretary, 1438 
South Grand Boulevard, St. Louis Missouri.) May 
25-29, 1957. 


AMERICAN New York, N.Y. (Dr. 
John McClintock, 149% Washington Avenue, Albany 
10, New York.) May 28-30, 1957. 


OTHER COUNTRIES 


Harvey TERCENTENARY 1957, London, Eng- 
land. (Secretariat, Royal College Surgeons, Chandos 
Street, Cavendish Square, London, England.) 
June 3-7, 1957. 


TENTH INTERNATIONAL Lisbon, 
Portugal. (Captain Stone, Secretary General, 
Old Jewry, London, E.C. England.) June 3-7, 1957. 


FirtH INTERNATIONAL CONGRESS 
Utrecht, Netherlands. (Dr. Nelemens, Secretary 
General, Vondellaan Utrecht, 
Netherlands.) June 5-7, 1957. 


TWELFTH INTERNATIONAL CONGRESS OCCUPATIONAL 
Helsinki, Finland. (The Congress, 


INTERNATIONAL SOCIETY CLINICAL PATHOLOGY, Fourth 
Congress, Brussels, Belgium. Welsch, Secre- 
Université Liége, Blvd. Constitution, Liége, 
July 7-14, 1957. 
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PROVINCIAL NEWS 


BRITISH COLUMBIA 


The medical profession British Columbia suffered 
severe shock when learned the sudden death 
Dr. George Strong, leading internist and cardi- 
ologist Vancouver, and recognized such through- 
out Canada well B.C. 

Dr. Strong’s untimely death (he was only years 
age) has left wide gap the life the province— 
and his loss felt many fields activity besides that 
medicine. His life has been one long succession 
services the community—a list far too long give 
here. His work the foundation such bodies the 
B.C. Cancer Foundation, the B.C. Medical Research 
Council, the Rehabilitation Society British Columbia, 
and other similar bodies, will never forgotten. 
headed the Community Chest Greater Vancouver, 
was one the founders the Greater Vancouver Health 
League, and has been President the Vancouver, 
British Columbia and Canadian Medical Associations 
turn. His accomplishments and activities have been 
incredible. 

The B.C. Division the Canadian Cancer Society 
contemplating action which will commemorate his 
memory and keep green the minds the people 
B.C. Such action may take the form scholarshi 
fellowship. 


The Canadian Cancer Society—B.C. Division hold- 
ing its annual meeting here and has, guest speaker, 
Prof. Van Potter, head research into cancer the 
University Wisconsin, and internationally known 
authority cancer research. addressing meet- 
ing the U.B.C. Medical School, and visiting the 
B.C. Medical Research Institute. 


Dr. Fred Brodie, formerly well-known neurosurgeon 
Vancouver, now retired, has returned from Barbados, 
where spent the winter recovering from the very 
serious accident suffered last year automobile 
collision. His wife was killed outright, and Dr. Brodie 
was death’s door for weeks. has, are glad 
say, made complete recovery. 


Dr. Lockhart, formerly one B.C.’s leading 
urologists, now retired and living Salt Spring Island, 
was lately honoured his many friends that centre. 
has, are told, reached the age 89, but this 
does not prevent him from being ardent and almost 
daily golfer, apparently from any 
activity. Dr. Lockhart was trustee the Vancouver 
Medical Association for many years, and filled other 
posts. holder the Prince Good Fellows 
Degree and nobody has better fulfilled the requirements 
that honour. are looking forward recording his 
100th birthday celebrations. 


The Osler Dinner the Vancouver Medical Associa- 
tion was held March and was 
success. The Osler Lecturer for this year was Dr. Gordon 
Johnston Vancouver, and was entirely the high 
standard set former speakers. 

this dinner, the custom each year honour 
one more members the Association who have “by 
their actions, and devotion their profession and their 
country, shown themselves worthy highest 


honour”, quote the words the Degree Prince 
Good Fellows, which conferred upon them open 
meeting the Association. 

This year’s recipients the honour, the highest token 
regard given the Association, were Drs. Ross 
Davidson and John Walker. The choice these two 
men was unanimously approved. 


q 
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The Annual Meeting the General. Practitioners’ 
Section the Division was 
Harrison Hot Springs April and excellent 
program was arranged and there was large attendance. 


ALBERTA 


Calgary-born doctor, graduate the University 
Alberta 1949, Lloyd MacLean has received 
$30,000 scholarship and been named Scholar Medi- 
cal Science the John and Mary Markle Foundation 
New York. The scholarship one which went 
faculty members American and Canadian medical 
schools. Dr. MacLean the only Canadian winner this 
year. The scholarships, granted the rate $6,000 
annually for five years, are intended help relieve the 
teacher shortage medical schools and strengthen the 
faculties encouraging young scientists remain 
academic medicine. Dr. MacLean has been the Uni- 
versity Minnesota Hospital since 1951. has 
recently accepted appointment chief surgeon 
the Anker Hospital St. Paul, Minnesota, where 
will conduct his research studies. 


the University Alberta, president the Alberta 
Psychiatric Association, has been awarded the geriatric 
fellowship for Alberta the National Council Jewish 
Women. The award designed promote and improve 
conditions the field care elderly patients. 


MANITOBA 


Dr. Robert Tucker has been appointed orthopedic 
consultant for Brandon Sanatorium succession the 
late Dr. Alexander Gibson. 


Attention being given the education and rehabili- 
tation Indians and Eskimos Brandon and Clear- 
water Lake Sanatoria. Ex-patients are showing ability; 
one has been school teacher for three years, 
employed radio and television work the Eaton 
Co., and others are being trained hairdressing, secre- 
tarial work and watch repairing. 


The Medical Advisory Committee the Manitoba 
Sanatorium Board has recommended that the Board 
communicate with the Minister Health and Public 
Welfare urging that all school board personnel—teachers, 
janitors, bus drivers and others who come contact with 
young people—should have chest films taken regular 
intervals. 


The annual refresher course the University Mani- 
toba, Faculty Medicine, was held April and 
the Medical College and St. Boniface Hospital audi- 
torium. Visiting speakers were Dr. Lawrence Randall, 
Mayo Clinic, Rochester, Minn.; Dr. Donald Ross, 
University Cincinnati; and Dr. Donald Webster, Royal 
Victoria Hospital, Montreal. 


Muriel Port, recently St. Mary’s Hospital, 
London, now practising member the Manitoba 
Clinic internal medicine. 


Dr. Gordon Lamberd Winnipeg 
awarded 12-month fellowship for training psycho- 
therapy and research methods. was appointed 
fellow psychiatry the Mayo Clinic, Rochester. 


Dr. MacCharles was appointed chairman the 
Manitoba Medical Service the annual meeting 
March Ross MITCHELL 


ONTARIO 


The Physiological Society the University Toronto 
was addressed March Dr. Kurt Aterman, Depart- 
ment Anatomy, University Birmingham. His first 
lecture was “The response the liver cell the 
intravenous injection hypertonic saline, dextran and 
heparin”. The second was entitled “Dietary and hormonal 
factors influencing hepatic 

April, Professor Yngve Zotterman, Royal Veterinary 
College, Stockholm, addressed the Society “The func- 
tion gustatory units”. 


The March meeting the Toronto Diabetes Associa- 
tion heard papers Dr. Lynch and Dr. 
Raphael Sudbury. The former spoke “Observations 
the nature and morphogenesis the Kimmelstiel- 
Wilson lesion” and the latter “The occurrence the 
Kimmelstiel-Wilson lesion conditions other than dia- 
betes The papers were fully illustrated 
beautifully stained sections the kidney. 


The Workmen’s Compensation Board Ontario ex- 
pects pay out $50,000,000 benefits injured work- 
men this year. The estimate for this year almost 
$11,000,000 greater than the actual expenditure 1956. 
that year 65,000 employers representing estimated 
1,500,000 employees received coverage under the Act. 
This year 120,000 employers with 1,750,000 employees 
will protected. 

The medical care and rehabilitation services Ontario 
are such high calibre that only 3.77% all com- 
pensable injuries are permanent, whereas New York 
State, for example, the figure between and 40%. 


The air pollution division Metropolitan Toronto has 
established $30,000 laboratory study foreign ele- 
ments the over the city and suburbs. The two 
worst pollution factors the city are about 500,000 oil 
burners and carbon monoxide from motor cars. 


Dr. Edward Brooks, chief the medical 
St. Michael’s Hospital, Toronto, has been appointed 
Knight St. Gregory the Pope. 


Professor Cullumbine, head the department 


pharmacology, University Toronto, attended the 
eleventh Tripartite Conference Toxicological Warfare 
Canadian Government delegate. The conference was 
held Washington. 


Professor Kalow has been elected secretary-treasurer 
the newly formed Pharmacological Society Canada. 


The Thistletown branch the Hospital for Sick Child- 
ren has been bought the Ontario Government. 
used and treatment centre for emo- 
tionally disturbed children. Dr. John Rich, director 
the centre, graduate the University London. 
spent five years Maudsley Hospital, London. For 
area and was governor the local high school Buck- 
hurst Hill, Essex. and his wife ran day nursery for 
few years. They have three children. Dr. Rich came 
Canada 1956 research juvenile delinquency, 
under University Toronto fellowship. 


The Ontario Chapter the Canadian Foundation for 
Poliomyelitis held one-day meeting Toronto with Dr. 
Dewar convener the medical advisory com- 
mittee the chair the morning and Dr. George 
Pennal the afternoon. 

Among the speakers were Dr. Cranfield “Re- 
habilitation children’s rehabilitation Dr. 
Carroll Silver, Providence, R.I., “Surgery the 
lower extremities cerebral palsy”; Dr. Otto Aufranc, 
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NEws 


Boston, “Surgical aspects rheumatoid arthritis”; Dr. 
David Grice, Boston, “Stabilization 
polio for weak gastrocnemius”; Dr. Kessler, New- 
ark, N.J., “Problems the amputee”; Dr. Donald 
Covalt, New York, “Physical medicine and rehabilita- 


The Toronto Board Health has endorsed proposed 
home care pilot program. Under the program, presented 
the Board the Toronto Welfare Council, research 
would undertaken determine methods 
providing service selected patients their own 
homes. hoped that out this research will come 
full-scale home care program which would include medi- 
cal and nursing care, social service, essential drugs, sup- 
plies and other services. The object home 
program give selected patients, including the chroni- 
cally ill, continuous care and maximum rehabilitation 
their own homes. differs from already existing care 
the home which usually limited physicians’ services 
and nursing care when available. 


The Banting Research Foundation has announced the 
following grants recipients working 
fields: $1420 Rita Carriere, McGill University; 
$1085 Dr. Thomas Goodhand and Dr. Abbot, 
University Manitoba; $1000 Prof. Haist, Uni- 
versity Toronto; $500 Dr. John MacDougall, 
University Manitoba surgical research laboratory; 
$1800 Stella Sybulski, McGill University, and $1940 
Thomas Webb, McGill University Clinic, Royal Vic- 
toria Hospital. 


Last year the Toronto Branch the Victorian Order 
Nurses made 165,706 visits 12,611 patients. Largest 
numbers visits were heart cases. Service patients 
with tuberculosis was increased 1998 visits. Last year 
62% all visits made the V.O.N. Canada medi- 
cal and surgical patients were those older. 
nurses Toronto speak other languages besides 

nglish. 

Miss Elaine Shenson, graduate the University 
Toronto physical and occupational therapy, has been 
appointed consultant Many patients 
have progressed self-help activities which few months 
ago they would have thought impossible. 

Stuart Thom, Q.C., president the Toronto branch. 


Dr. Kennedy, Department Biochemistry, Uni- 
versity Chicago, gave two lectures March the 
School Graduate Studies, University Toronto. His 
subject was “The enzymatic synthesis phospholipids 
and 


The Ontario Society for Crippled Children spent 
$1,100,000 last year. About 1200 children were treated 
and about the same number were sent summer camp. 


Fell, chairman the public health committee 
the Canadian Life Insurance Officers’ Association, has 
announced that the association will give the Canadian 
Heart Foundation $60,000 over the next two years. 


Recent donations the Faculty Medicine, Univer- 
sity Toronto, are: $25,000 given Herbert Stapells 
for research into diseases the eye; $1200 from the 
Canadian Arthritis and Rheumatism Society for research 
Dr. Simmons; $1000 from the Ciba Co. Ltd., 
Montreal, assist the pre-eclampsia research project 
being done Dr. Allan Gornall; $1410 from various 
donors for the Dr. Jacob Goldstein Prize established 
for student proficient obstetrics and 
$2000 from Dr. James Prestley the Mayo Clinic for 
the Donald Balfour Lectureship fund; 
$1798 from the Medical Alumni Association, making 
total $4900 for the bursary and scholarship fund 
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this session, and $3000 from the Company for 
research project directed Dr. John Laidlaw. 


Dr. Percy Ireland presided the annual meeting the 
eastern section the American Laryngological, Rhino- 
logical and Otological Society, held Toronto. Dr. Ire- 
land also was guest speaker the Pacific Coast Oto- 
Ophthalmological Society meeting California April. 


Professor Lucas has been appointed chair- 
Poison Information Centre Toronto, which would aim 
decrease the number deaths occurring from acci- 
dental poisoning, particularly children. 


Dr. Brink, director the Division Tubercu- 
losis Prevention for the Ontario Department Health, 
addressed the 44th annual meeting the Daughters 
the Empire Hospital for Convalescent Children 
Sheldrake Boulevard, Toronto. said that the decrease 
morbidity rate, incidence new cases, has not 
kept pace with the decrease the death rate. Excluding 
Indians and Eskimos, 200 more persons entered Ontario 
sanatoria for the first time 1955 than 1954. 

Dr. Gladys Boyd, addressing the same meeting, said 
that tuberculosis more persons than other bac- 
terial infectious disease. the United States and Canada 
15% the population still infected years 
age younger. other countries 95% have 
become potential cases the age 15. The world has 
become such place that this enormous pool 
infection menaces all. 


Dr. Robert Janes has spent month London 
exchange professor surgery Middlesex Hospital. 
CHASE 


QUEBEC 


The highlight the news from our Division for this 
past month undoubtedly about the first scientific meet- 
ing the College General Practice Canada, which 
was held Montreal early March. was resound- 
ing success, large measure attributable the en- 
thusiastic work the College’s executive director, Dr. 
Johnston. This meeting has been reported 
detail the April issue the Journal. 


March Dr. Murray Barr, Professor Micro- 
scopic Anatomy the University Western Ontario, 
the Montreal Medico-Chirurgical Society 
“The sex chromatin and its clinical application”. 
admirably developed the history the subject its 
present stage. The methods now use, simple and 
reliable, detect the chromosomal sex patients well 
errors sex development. Cells oral smear, 
utilized for the diagnosis chromosomal sex. The 
methods are particular value gonadal agenesis 
adrenogenital syndrome, various types herma- 
hroditism and Klinefelter’s syndrome related 
primary male hypogonadism. 

The second Society meeting for the month was held 
March when Dr. Harris, Assistant Professor 
Surgery the University Toronto, spoke “Fat 
There are really reliable figures available 
incidence, but probably does occur frequently. 
recognized only its most severe form, and therefore 
its more minor forms misdiagnosis may frequent. 
Clinical manifestations vary greatly, depending upon 
the organ most severely involved; these may pul- 
monary, cerebral, cutaneous, cardiac and renal symp- 


toms. characteristic local manifestation the 
rhage reaction which develops about the lesions. Sudden 
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death can due fat embolism cardiac muscle. 
Dr. Harris illustrated aspects the problem with factual 
case reports. There great lack information regard- 
ing the etiology and pathology fat embolism. These 
problems invite research. 


The annual Medical Ball under sponsorship the 
Medical Undergraduate Society McGill University 
atmosphere the Sir Arthur Currie Memorial Gym- 
nasium. The guests honour were Dr. and Mrs. Edward 
Mills. Dr. Mills, physician-in-chief the Montreal 
General Hospital and .Professor Medicine McGill 
University, retiring from active practice after serving 
for years the two institutions. 


Montreal, associates the department obstetrics and 
the Montreal General Hospital, have been 
elected Fellows the Royal Society Medicine, Section 
Obstetrics and 


Dr. Robert Morgen, demonstrator medicine 
McGill, has been awarded five-year fellowship the 
John and Mary Markle Foundation New York City. 
will work with Dr. John Beck the McGill Uni- 
versity Clinic, Royal Victoria Hospital, setting 
research unit for the study kidney disease. 


During the month Dr. Wilder Penfield, director 
the Montreal Neurological Institute, returned from 


lecture tour India, Pakistan and Ceylon. 


Canada’s role the operation the Colombo Plan, 
which has generated very real sense mutual aid, 
cooperation and fellowship among the countries taking 
part. 

The main object the tour was lecture and dis- 
cuss the special areas his professional interest, neur- 
ology, neurosurgery and the development 
neurological sciences. While India, was invited 
lay the cornerstone new neurological sciences 
building the Christian Medical College Vellore, 
where one the men trained the Montreal Institute, 
Dr. Jacob Chandy, stationed. 


NEW BRUNSWICK 


Dr. Mackeen, Director Provincial Labora- 
tories New Brunswick, recovering nicely after 
cardiac surgery Sunnybrook Hospital, Toronto. 


Dr. Collins, Superintendent the Saint John 
Tuberculosis Hospital, has been made Fellow the 
Royal College Physicians Edinburgh. 


The Saint John Medical Society held its fifth Annual 
Spring Clinical Session the Saint John General Hospital 
and the Lancaster D.V.A. Hospital April 3-5. 
Special guest speakers were Dr. Léon Gérin-Lajoie, 
Professor Gynzcology, University Montreal, and 
Dr. Harry Ebbs, Assistant Professor 
University Toronto. 


Major Chaisson, R.C.A.M.C., Fredericton has 
been awarded the Canadian Forces Decoration. 


The Department Health and Social Services New 
Brunswick has issued up-to-date pamphlet summariz- 
ing the departmental activities the various subdivisions 
this busy branch government, including the location 
district health offices and the various clinics through- 
out the province. The wide distribution the publica- 
tion should great value the doctors the 
province and the people New Brunswick. 


PROVINCIAL 


Sponsored the N.B. Medical Society and the Post- 
Graduate Department Dalhousie University, Dr. Denis 
White, Professor Neurology, Queen’s University, 
spoke Saint John March afternoon and 
evening meetings. Co-chairmen for these meetings were 
Dr. Donovan and Dr. Gregory. the 
afternoon meeting Dr. White discussed and 
treatment cases presented local physicians and 
the evening presented paper “Advances 
neurosurgical treatment cerebro-vascular diseases 
and Parkinsonism”. 


the Dominion and Provincial Governments more 
nearly approach agreement the principles free 
diagnostic services for Canadians, 
discussion increases volume and sound. The variety 
opinion varies rather widely, perhaps because the basis 
has not been spelled out language simple enough 
inform the average citizen how the vast amounts 
money necessary for this undertaking are obtained, 
or, effect, how painful such collection will 
each taxpaying individual. New Brunswick well 
more well-to-do provinces now becoming involved 
this problem. 


Dr. Denis White addressed the Moncton Medical 
Society “The comatose patient” March 
19, following afternoon session differential diag- 
nosis: Dr. Levittan was chairman. The meeting 


was held the Hotel Dieu Hospital. 


PRINCE EDWARD ISLAND 


Dr. Giddings, President the Flying Curlers, 
reported recently the tour his club made Euro- 
pean cities chartered Maritime Central Airways 
plane. reported wonderful co-operation all the 
centres visited. This annual tour has been attracting more 
and more people. Dr. Giddings was one the originators 
the venture. 


The Prince Edward Island Division losing three very 
valued members the next few months: Dr. 


Howatt, radiologist the Prince County since 


1939, moves New Brunswick, where will radi- 
ologist the Hotel Dieu Hospital Chatham and the 
Miramichi Hospital Newcastle. Dr. Don Brown; who 
has been practising surgery Charlottetown since 
joined the Polyclinic staff, leaves for Ottawa, where 
will set practice the near future. Dr. Arnold Bur- 
den, who has been practising St. Peters Bay, 
leaves join group his home town, Springhill, 
Nova Scotia. The the Prince Edward Island 
Division wish their departing nfembers good luck and 


The Prince Edward Island Division had two excellent 
clinical meetings within the past month. February 20, 
McGill graduates renewed their acquaintanceship with 


Dr. Thomas Cameron, Professor Parasitology 


McGill University. Dr. Cameron displayed his usual 
expertness, wit and pleasant delivery which has always 
characterized his lectures. His comments “The medi- 
cal significance parasites and the clinical application 
this knowledge” delighted his audience. 


March 18, Dr. Denis White, Professor Neur- 
ology Queen’s University, presided clinical session 
the Prince Edward Island Hospital where members 
the profession saw him present several very interesting 
neurological problems. dinner meeting the even- 
ing spoke “Accurate neurological examination 
the diagnosis disease the nervous system”. Both 
these sessions provided very enjoyable and instructive 
teaching. 
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BOOK REVIEWS 


FIVE HUNDRED OVER SIXTY. Bernard Kutner, 
David Fanshel, Alice Togo and Thomas Langner. 
345 pp. Illust. Russell Sage Foundation, New York, 
1956. $4.00. 


The principal authors are Bernard Kutner, Assistant Pro- 
fessor, Department Preventive and Environmental 
Medicine, Albert Einstein College Medicine; David 
Fanshel, Director Research, Family and Children’s 
Service, Pittsburgh; Alice Togo, Technical Assistant, 
Department Psychiatry, Cornell University Medical 
College; and Thomas Langner, Research Associate, 
Department Psychiatry, Cornell University Medical 
College. They were advised many eminent experts 
public health, sociology and anthropology, 
whom were members co-ordinating committee. 
This important report excellent piece 
research. should read and perhaps owned 
everyone engaged the study the aging. reviewed 
some detail because many its conclusions are 
great importance and many may clarify the thinking 
Canadian researchers and planners the field old 
age. Its defects have been critically analyzed because 
the tendency lay persons such welfare workers and 
administrators accept such work gospel. Its obvious 
weaknesses not detract from its over-all value pro- 
vided they are recognized. common with 


search aging date, this study has weaknesses which 


are due the lack norms behaviour, attitudes, 
economics and health for the aging population. The 
socio-anthropological aspects the study suffer from 
lack valid measuring instruments that many the 
conclusions drawn from inadequate data, using imper- 
fect instruments, must remain suspect. All phases 
such inquiry are plagued the bugbear the social 
sciences including medicine. The phenomena that 
measure are complex that have rely large 
collection empirical data before can sort out the 
base behaviour physiology. 

The book divided into four parts plus series 
appendices. Part the volume introduction 
the problem. asks—“First, are the already operating 
services, both public and private, meeting all the needs 
for which they were intended? Are there some areas 
that have escaped notice? Can they now 
and .identified that future planning can take them 
into account? Second, are there new problems develop- 
ing the community that have not been sufficiently 
brought into fine focus and against which, consequently, 
concerted attack has yet been mounted? Can the 
determinants conceived indicate the necessary 
steps action? Third, convincing evi- 
dence mustered help assess the decision, 
attempt cope with unmet emergent problems and 
needs through existing efforts determine whether new 
resources must developed?” 

one educated the Canadian tradition the 
English language the ponderous verbiage American 
English with its redundant syllables and unnecessary 
words makes very hard reading. can easily slip into 
unintelligible jargon. 

The authors believed that cross-sectional study 
older people living New York would provide some 
the answers, while supplementary data would come 
from survey the experience officials and profes- 
sionals agencies serving older people. questionnaire 
was prepared (included Appendix 2). The area sur- 
veyed had roughly 44,500 persons over the age 60, 
whom 500 were interviewed. The final distribution 
was roughly 10% socio-economic class, 30% 
middle class, and 60% lower class. The volunteers, chosen 
modified random sampling procedure, were inter- 
viewed their homes team trained inter- 
viewers. 

Part the book called “The Patterns Adjust- 
ment Old Age”. far the best part the book. 
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Morale was assessed series seven good questions. 
Among the well-to-do morale was unchanged physical 
health. Those lower economic status 
morale and this was depressed illnesses. Married 
people morale than unmarried persons 
widowers. Married working women and widows had 
low morale, especially compared married housewives. 
The lowest morale was found among retired single 
persons, 

all the values involved adjustment retirement, 
the feeling being useful was found paramount. 

The next chapter this section discusses “Morale and 
the Social Self-Image Scale was set con- 
sisting three questions. These are worth quoting 
show the traps that one can fall into. They purport 
give picture the individual sees himself 
against social measuring 

Would you say that your feel older younger 
than most people your age? 

you think that your health better worse 
than people your age? 

Would you say that your standard living 
better worse than the standard living your 
friends and acquaintances? 

Only question valid lead towards self-image. 
The other two are poor questions they include 
mixture fact and subjective estimate differing for 
each person. What meaning has Question No. com- 
paring the “self-image” person with inoperable 
carcinoma the bowel with that person suffering 
from psychoneurosis? Conclusions this chapter are 
therefore suspect the measuring instrument—the three 
questions—was not properly designed for the job. 

the next chapter (Chapter activity related 
morale. was found that employed persons 
morale than unemployed persons even they had few 
any outside interests. Those the higher economic 
brackets tended less socially isolated than poorer 
persons but isolation among these people did not affect 
morale did among the 
Morale was somewhat low among those visiting fre- 
quently with their family, but was higher among those 
who visited with friends. were 
better among those who were socially isolated than 
among the gregarious. 

Part III the book surveys the health problems 
the sample. The data are based questions put the 
volunteers, the results are not comparable value 
those obtained medical examination. About 23% 
the sample had health-connected complaint. The 
rest had some degree major minor chronic dis- 
ability. Signs senility were reported large pro- 
portion the sample but when the questions used 
Appendix were checked, was doubtful whether 
these so-called signs were relevant. artificial physical 
health index was constructed from which was con- 
cluded that 50% the sample were good health and 
the balance poor health. Health better 
among the upper-income Regular health exami- 
‘nations did not seem bear much relationship 
health but there was positive correlation between the 
owning insurance and good health. The upper- 
income group owned health insurance. 

The volunteers were asked, “If there was centre 
which dealt only with the needs older people, what 


you think should deal with? Twenty-five per cent 


mentioned health. 

index futility devised Dr. Leo Srole was 
included the questionnaire. Some the questions are 
loaded badly against “pure” response; for example, 
often get the feeling that life today not very 
useful”, this were asked arthritic, 
would not measure futility but reasoning ability. 

Chapter surveys the use community health re- 
sources. the 206 persons whose incomes were less 
than $25 per week not quite half both poor and good 
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Successful appetite control 
begins the supermarket 


your overweight patient can resist 
the temptation buy high calorie 
snacks, he’s well the road suc- 
cessful weight reduction. You will 
find that one Dexedrine* Spansule* 
sustained release capsule taken 

the morning controls appetite all day 
long—both mealtimes and the 
supermarket. 


*Reg. Can. Off. 
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health groups were users health services including 
family doctors. But the higher income groups declin- 
ing health was accompanied greater use health 
services. rather poor group questions was used 
find out what the volunteers thought doctors and 
hospitals. general the response was favourable. 

Chapter discussed the factors disposition use 
health facilities. Those the lower-income groups were 
more disposed use community facilities, were those 
poor health. Those who regarded themselves old 
elderly were less inclined use health services. 
Another index was introduced, here called the Age 
Conservatism index. This purports indicate conven- 
tionality among the aged. might all the 
sample were native-born small-town Americans the 
Victorian era, but the majority were not. “Victorianism” 
was not characteristic the continental European 
that era. 

The rest this chapter more interesting. Sixty- 
three per cent the sample said they would use 
medical centre for old people existed. Offered 
chance geriatric centre, one for all, only 39% 
preferred the geriatric centre. similar question about 
social clubs for older people showed that only 34% 
preferred older persons’ club. 

Part the book discusses trends services for 
the aged New York City. deplores the tendency 
put all the funds into facilities for institutionalized 
old people. notes the lack employment services for 
oldsters and the poor recreational resources. dis- 
cusses the low income retired mentions 
the various health facilities the interesting 
home-care programs New York. The failure geri- 
atric clinics due lack interest among the potential 
users was noteworthy. The problem disposal the 
senile discussed. New York 94% the aged live 
non-institutional homes. Many these are substan- 
dard. Recent low-cost rental projects are being started. 
Residential homes for the aged are the usual varying 
quality. 

Chapter entitled “Some Programmatic Interpreta- 
tions” somewhat repetitious. 

summary this very fine piece work. Being 
human, the authors have made some errors judgment 
which are easy see when separated from the work 
time and space. These errors will corrected, 
part, other workers who will use this study point 
departure. 


PHYSICS, PSYCHOLOGY AND MEDICINE. 
Woodger, University London. Cambridge Univer- 
sity Press; The Macmillan Company Canada Limited, 
Toronto, $1.45. 


This fascinating essay well-known biologist 
who teaches medical students London, England. Dr. 
Woodger this essay concerned about obvious 
paradox medical education, Although Britain 40% 
and the United States 50% the hospital beds are 
filled with cases mental illness, the time allotted 
pure and applied psychology the medical student’s cur- 
riculum ridiculously small comparison with the time 
allotted the so-called organic disorders and their basic 
sciences, physics and chemistry. Although three authori- 
tative reports issued Britain 20, and seven years 
ago have all recommended pre-clinical teaching psy- 
chological topics, the recommendations have practically 
never been implemented. The reason, Dr. Woodger 
thinks, lies the success the physical sciences 
demonstrated this technological age. Not only have 
the physical sciences been successful bringing comfort 
and luxury modern life, but they have established 
stranglehold scientific theory and scientific method. 
result many people think that physical science 
able already supply all that required the way 
explanatory hypotheses for any other science, and con- 
versely any other science can develop successfully 
copies faithfully the methods and ideas pltysics. Dr. 
Woodger concerned show that this type thinking 


Canad. 
May 1957, vol. 


could disastrous psychiatry. carefully reasoned 
argument, attacks this monoply the physical sci- 
ences, pointing out the fragility many hypotheses, and 
showing how dogmatism the physical sciences has 
come about through techniques explaining away 
culties and through success and also ignorance. em- 
phasizes the great importance talking medical diag- 
nosis and treatment, and shows that can talk about 
something successfully without knowing what are 
talking defends psychology psychiatry 
against some the criticisms which have been hurled 
it, discusses the linguistic apparatus medical psy- 
chology, and finally postscript makes vigorous at- 
tack the suggestion that the scientific study animal 
behaviour can applied the therapy psychoso- 
matic disorders. 

The book can recommended not only medical 
educators and biologists general, but also forward- 
looking physicians who are worried about reorientation 
from the mechanistic and organic view disease. 


OPERATIVE SURGERY. Vol. Edited Charles Rob, 
St. Mary’s Hospital, and Rodney Smith, St. George’s 
Hospital, London, 405 pp. Illust. Butterworth 
Co, (Canada) Ltd., Toronto, 1956. $19.50. 


The second volume this new and delightful presenta- 
tion every bit rewarding its companion. The 
panel writers, each world-renowned specialist his 
field, has again done magnificent job presenting the 
modern features thé assignment. 

The step-by-step, concise manner presenting tech- 
nique well illustrated with drawings where bare facts 
alone are demonstrated. 

One special chapter deserves mention above others— 
that dealing with the gallbladder and repair the bile 
ducts. This has been edited Rodney Maingot, and 
sometimes difficult field surgery covered, with 
thought the pitfalls and dangers. could well read 
surgeons all years interested this field. 

ere only one criticism made—if one dared 
find fault with such work—and that the paucity 
references the work others. Each chapter con- 
cludes with six seven references only, and the student 
particular problem gets little help further reading 
here. Admittedly this probably beyond the scope 
the volume; is, supposes, “work book” 
roadmap for the working surgeon. this regard the 
book has equal. upholds the best have learned 
expect from British textbook writers. 


INDUSTRIAL DEAFNESS. Hearing Testing and Noise 
Measurement. Joseph Sataloff, The Jefferson Medical 
College Philadelphia. 333 pp. Illust. McGraw-Hill 
Company Canada Limited, Toronto, 1957. $9.60. 


“Industrial Deafness” well-written and well-planned 
practical guidebook for all those concerned 
dustrial noise and its damaging effects hearing and 


behaviour. 


The author otologist who also holds teaching and 
consulting positions audiology. has written nearly 
all the text but various chapters are contributed four 
engineers and physicists. Everything explained clearly 
and concisely that the book can readily useful 
the factory manager, the construction superintendent, the 
industrial physician, the acoustic engineer and the com- 
pensation lawyer. 

book divided into three parts: Part General 
Considerations; Part II, Noise Measurement; Part III, 
Hearing Testing. 

The chapters the measurement hearing loss and 
audiometry are special importance 
whose employees are being examined and compen- 
sation lawyers. Information detail every aspect 
the testing set out logical order and simple, under- 
standable language. The tester advised keep these 
details exactly mind because the results record- 
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Pictures 
help you 
say better 


Get better pictures with 


this truly great Cine-Kodak camera 
you can keep photographic record all 
your significant have 16mm movies— 
color black-and-white—for review and dis- 
cussion. accepts any three fine Kodak 
matching viewfinders. The drive mechanism— 
powerful, prestressed motor—pulls feet 
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Photograph: David Lubin, Medical Illustration Service, U.S.V.A. Hospital, Cleveland 30, Ohio 
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uniformity every operating speed. 
Quick, easy loading. Simple, positive operation. 
Camera priced from $427.50 (single-lens model 
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ing his audiogram are important medical signifi- 
cance and because will have assume responsibility 
for their validity and The author repeatedly 
emphasizes that not the responsibility the tester 
interpret the results—but rather his work that 
his hearing test valid and reliable. 

points out that such testers may have performed 
many hundreds audiograms and may consider them- 
selves authorities audiometry and yet may making 
serious mistakes, thus producing hearing tests that are 
neither reliable nor valid. The Committee the Ameri- 
can Standards Association gathered for analysis many 
thousands audiograms performed industry and 
found their dismay that they could use only very 
small percentage because the inaccurate manner 
which they had been performed. particularly points 
sources error and explains how mistakes may 
industry purchase audiometer and allow indi- 
vidual conduct hearing tests solely the basis 
information supplied most instrument salesmen the 
instructions accompanying the instrument. hearing 


tests are performed any industrial situation, 


they should done accurately not all. 
This book should read carefully practising audi- 


ologists, and should prove inestimable value the 
industries which employ them. 


PSYCHIATRIC GLOSSARY. Committee Public In- 
formation, American Psychiatric Association, Washing- 
ton, D.C. pp. Distributed Mental Health Ma- 
terials Center, New York, N.Y., 1957. $1.00. 


Any attempt bringing some order the semantic 
confusion psychiatry should greeted favourably. 
The “Committee Public Information” the American 
Psychiatric Association seems well aware this situation 
publishing this glossary psychiatric terms. The 
opuscule aimed professional but non-psychiatric 
public such writers, editors, lawyers and clergymen, 
students medical allied fields could well profit 
it. 

The booklet neatly printed and attractively pre- 
sented. The terms are listed alphabetical order, and 
include few proper names. Not only are such old stand- 
bys Don Juan and schizophrenia encountered, but cur- 
rent recent terms such ataractic, cybernetics and tran- 
quilizing drugs are also included. gratifying note 
that this effort incorporating new terms compen- 
sated similar one discarding old terms. For in- 
stance, insanity, alienist, psychasthenia, shell-shock and 
subconscious are described obsolete obsolescent 
terms which should abandoned. this respect the 
vocabulary psychiatry, through the rapid advances 
knowledge, resembles teen-agers’ slang, con- 
stant state flux, much more than the relatively 
stable language the remainder the profession. For- 
tunately the size and presentation the work allows 
for frequent revisions reasonable cost. 

their preoccupation with keeping the size down, the 
authors have neglected mention the origin such 
terms masochism, sadism voyeur (for which 
course the reader may always refer standard medi- 
cal dictionary, though the etymology these cases could 
have helped the understanding and remem- 

ering the word). mention made under scotoma 
the primary and more current use the word ‘in 
ophthalmology and neurology. Slight mistakes have also 
escaped detection (i.e. satyriasis the male not the 

counterpart nymphomania; lapsus 
written lapsis course may well have 
been lapsus 

spite these minor shortcomings this glossary 
recommended all those interested the field 
psychiatry. may considered up-to-date ap- 
pendix standard dictionaries. Should only serve 
curtail the dissolute use such terms idiot hysterics, 
hysterical and mental telepathy, would well 
the Queen’s English. 
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THE LAST ANGRY MAN. Gerald Green. 494 pp. 
Charles Scribner’s Sons, New York; Reginald 
Saunders and Co., Ltd., Toronto, 1956, $4.95. 


the list well-drawn and interesting physicians 
fiction, can now add the name Samuel Abelman, 
M.D. Sam Abelman dynamic, lovable, honest but en- 
tirely credible general practitioner who practises for 
years Brooklyn district which gradually slides 
down the social scale. the neighbourhood deteriorates, 
Sam’s practice deteriorates with it, for this Jew with 
the heart lion will stand nonsense from anybody, 
least all from recalcitrant patients. This story, very 
competently and excitingly told Gerald Green, sets 
out example one the medical problems our 
times. Will the old-fashioned type family doctor, deeply 
concerned with his patients’ welfare, emotionally well 


will give way the clever, efficient, emotionally un- 
involved specialist? Sam Abelman lives his practice, and 
dies trying save worthless delinquent from the con- 
sequences his wickedness and folly. 

The Man the Gray and The Great 
Man gave glimpse the unpleasant jungle the 
“mass communications” industry New York. Gerald 
Green takes once more into this jungle, but 
opposes another jungle, that the worst type New 
York slum. The two are brought contact through the 
fact that Dr. Abelman selected chance the 
subject new show. The executive who de- 
vised the show becomes more and more involved with 
the doctor unravels the latter’s past history. 
also comes feel that the mass communications industry, 
which represents, has through the fantastic influence 
the spoken word, much responsibility for the appalling 
conditions life which discovers the doctor’s area. 

This exciting book, full tension, spite the 
fact that there are almost 500 pages. natural for 
Hollywood, someone can only find film actor capable 
playing Sam Abelman without blurring the outlines 
carefully and lovingly sketched Mr, Green. 


PRACTICAL OFFICE GYNECOLOGY. Albert Decker, 
New York Medical College, and Wayne Decker, 
New York University College Medicine. 388 pp. 
Illust. Davis Company, Philadelphia; The Ryer- 
son Press, Toronto, $11.50. 


This volume, one series obstetrics and 
cology under the editorship Dr. Claude Heaton, 
beautifully prepared and illustrated work. 
While designated practical office gynzecology, some 
procedures would not done most men outside 
hospital, and much its material approaches the com- 
ess, eminently practical work that gives the 
details procedures and therapeutics full, and in- 
stead stating that certain drug hormone indi- 
cated, gives the actual dosage and the length time 
over which treatment should carried out. Men doing 
only occasional will find this most useful 
the field hormone therapy. 


The chapters disorders menstruation and abnor- 
mal uterine bleeding are exceptionally well done and de- 
tailed, and the advice given eminently sound. Some 
might not agree that knee crutches examin- 
ing table allow the best approach the bimanual ex- 
amination, the punch biopsy the suspicious cervix, 
and some might feel that Figs. 10, and could mis- 
lead—but these are very minor matters book full 
the meat righteous 

book that this reviewer recommends highly and 
unhesitatingly anyone wishing undertake the com- 
mon diagnostic and therapeutic procedures this field. 
contains the end very piquant chapter axioms 
that would well framed above the desk any searcher 
after clinical truth. 
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THE BELL CLINIC 


additional clinical services 


NEW EVENING OUT-PATIENT CLINICAL SERVICE 


May 15th, 1957 


This evening out-patient service specially designed for those the earlier stages problem drinking, 
who reside Metropolitan Toronto within commuting distance the clinic, and who would have 
obtaining leave absence for in-patient course treatment. 


The 2-year treatment and rehabilitation program includes: 


physical examination 

history 

psychological assessment 

counselling 

group instruction weekly intervals for the first year for patient and family. 


COST— $100 Ist year 


(This fee does not include drugs, supplements, hospitalization non- 
scheduled appointments.) 


INTERVIEWS APPOINTMENT ONLY 


For further information telephone 
5-1126 
write to: Out-Patient Department, 
The Bell Clinic, 
Willowdale, Ont. 


EDUCATION AND PREVENTION 
EVENING LECTURES 


PARISH HALL AUDITORIUM ST. GEORGE’S ANGLICAN CHURCH 
Willowdale, Ont. 


new course will opened the public from September June annually and will consist weekly 
lectures Problem Drinking, Food and Drug addiction and their relationship Mental Health. 


Applications for enrollment any consecutive lectures will accepted after May 15,1957. 
Anyone enrolling this course may obtain one free lecture card for high school university student. 


For further information telephone 
5-1126 
write to: Out-Patient Department, 
The Bell Clinic, 
Willowdale, Ont. 


Our existing clinical program hospitalization, treatment and rehabilitation continues operation 


THE BELL CLINIC 


(Owned and operated Willowdale Hospital Limited) 
Horsham Ave., Willowdale, Ontario 


3 


Canad. 
May 1957, vol. 


MANUAL ANESTHESIOLOGY FOR RESIDENTS 
AND MEDICAL STUDENTS. Herman Schwartz, 
Ngai, and Papper, Department Anes- 
thesiology, Columbia University, New York. 170 pp. 
Charles Thomas, Springfield, Ili.; The Ryer- 
son Press, Toronto, 1957. $4.75. 


“The purpose this book present the intern 
and the medical student condensed but complete source 
primary and basic information and 
serve ready reference during the early stage 
training.” 

The authors, from Columbia University the 
Presbyterian Hospital, New York, have written inter- 
esting book containing the fundamental knowledge 
physiology and physics essential for the 
novice studying The 170-page manual has 
short chapters, few which carry references, the 
majority from basic science journals rather than clinical 
sources, The authors have covered concisely all anzs- 
thesia from charting cardiac arrest, with little repeti- 
tion. The diagrams and tables are few and instructive. 
adequate description intravenous anzsthesia 
two pages representative although 
Canadian student will puzzled the allotment 
over page Avertin, unlikely see used. 


The book easy read and should not bore the 
beginner, because all the information will useful 
him and the facts are not buried qualifying statements. 
This volume should welcome the litera- 
ture, providing answer the first question, “What 
shall read?” 


LEARNING LIVE WIDOW. Marion Langer. 
255 pp. Gilbert Press Inc.; distrib. Julian Messner 
Inc., New York; Copp Clark Publishing Company, 
Toronto, 1957. $3.95. 


widow’s lot not happy one” 
Marion Langer, herself widow, does not attempt 
minimize this fact. She does, however, warn against the 
mental suttee which often prevails our society. She 
acknowledges the necessity and value grief, but cau- 
tions the widow against ruining the rest life 
through panic and fear. All too often, Dr. Langer points 
out, the widow will seek refuge from her loneliness 
fanatic concern for job, children, memories the 
golden past. Dr. Langer’s main thesis that the widow 
must face reality and accept the fact that she 
longer married, but single, and live accordingly. Even 
case where there was question symbiotic 
union, the woman from feeling loss per- 
sonal identity, well loss her husband. widow’s 
relatives and friends might well read this book, 
effort understand the sensation. 
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great deal practical advice presented money 
matters, dealing with jobs, children all ages, in-laws, 
social life and re-marriage. There resource appendix 
listing guidance clinics, community services, legal services 
and recreational and educational facilities for the widow. 
age ever-increasing widowhood (there are over 
seven million the United States alone), book 
widowhood seems fulfil definite need. 


NERVE IMPULSE. Transactions the Fifth Conference, 
September 20-22, 1954. Edited Nachmansohn 
and Merritt, Columbia University College 
Physicians and Surgeons, New 256 pp. 
Josiah Macy, Jr. Foundation, New York, 1956. $4.50. 


This book contains the transactions the* Fifth Con- 
ference Nerve Impulse held September 1954, under 
the auspices the Josiah Macy, Jr. Foundation. All the 
participants except one are from the Canada, 
and such have recorded the latest views emanating 
from the North American continent all aspects 
nerve impulse, They are undisputed leaders the field. 
The volume consequently important one but un- 
fortunately unreadable. 

There creeping tendency report verbatim (with 
the indispensable aid the tape recorder) scientific 
meetings, the erroneous belief that the thrill and en- 
thusiasm experienced the audience can captured 
and passed wider public. The proceedings are 
therefore set down the form written play but 
necessarily without the skill playwright. The reader 
dragged here and there each speaker the panel 
interjects his passing thoughts the drift and eddy 
argumentative discussion. The sustained passages, the 
set pieces, are certainly worth reading because they are 
scientific papers miniature. The editors have allowed 
the participants see the transcripts before publication 
and eat their words they felt inclined, but, with one 
notable exception, they were not hungry, and who are 
blame them? There little attraction this sort 
banality (p. 102): 

Amassin: not quite clear about Figure 47. 
that from the pyramidal tract?” 

Bernhard: “No. from the pyramidal tract, but 
upside down. should positive.” 

Amassin: see. The sweep speed much faster 
than A?” 

Bernhard: “Yes. The direct response the re- 
cording from the pyramidal tract suppose 
this would your the later response.” 

Dr. Grundfest rewrote his main contribution the 
great advantage neurophysiologists but doing 
drew apology, not rebuke, from the editors for 
breaking the rules. 
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The book will stand shining example how not 
try disseminate scientific knowledge; its pages 
are locked the outstanding minds. But provided 
the lesson learned, the funds the Josiah Macy, Jr. 
Foundation will not have been entirely wasted. 


THE VISUAL FIELDS. Textbook and Atlas Clini- 
cal David Harrington, University 
California School Medicine. 372 pp. Illust. The 
Mosby Company, St. Louis, 1956. $16.00. 


This book clinical guide, attempting teach 
simple fashion the methods perimetry, and the nor- 
mal and abnormal findings. The disagreements which 
can found the literature and the difficulties and 
fallacies the methods are minimized. The result 
book which easy read and clear its explanations 
but not exhaustive its content. 

The content the book reflects the orderly thinking 
mechanical and inventive mind. The author de- 
scribes well his own contributions the technique and 
equipment perimetry. The illustrations throughout the 
book are excellently organized and simple, leaving nothing 
desired. The descriptions and explanations are 
direct, almost facile, and are unencumbered doubt 
controversy. 

The material divided into the methods perimetry, 
anatomy, physiology, the normal and, finally, the abnor- 
mal field. The exposition methods and the portrayal 
and explanation the normal visual pathways are well 
done. The pathological changes are perhaps simplified 
but leave doubt the defects which occur 
and their explanations. 

The binding, the printing, the paper, the illustrations, 
the general construction the are 
can recommended for those who wish simple, authori- 
tative and clear information the subject. 
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SERVICES FOR CHILDREN WITH HEARING IM- 
PAIRMENT. guide for public health personnel. 
Committee Child Health, American Public Health 
Association. 124 pp. American Public Health Associa- 
tion, New York, 1956. $1.50. 


SERVICES FOR CHILDREN WITH VISION AND 
EYE guide for public health personnel. 
Committee Child Health, American Public Health 
112 pp. American Public Health Associa- 
tion, New York, 1956, $1.50. 


These books form part series published the 
Committee Child Health, dealing with the handicap- 
ped child and his place the Other topics 
already dealt with are: general services for the handi- 
capped child, services for children with cerebral palsy, 
cleft-lip and cleft-palate, and dento-facial The 
subject handled from the point view the physi- 
cian, the child and his parents, teachers, social workers 
and the community itself. 
The two new manuals, identical format, give the 
facts and causes hearing and visual impairment. The 
prevention these handicaps, where possible, stressed, 
the importance recognizing the problems early 
when they exist. Diagnosis, treatment, conservation 
remaining sight and hearing, guidance and subsequent 
education for the child, are described. Special services 
and facilities which may set the community 
are suggested. section devoted organization 
community resources for this and further research. 
Appendices give more specialized information. These 
books should interest showing the efforts being 
made help the handicapped child the United States. 
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MEDICAL NEWS brief 
(Continued from page 777) 
AMPHETAMINE-RESIN 
COMPLEX FOR APPETITE 
SUPPRESSION 


There are number instances 
therapy where long-acting oral 
with uniform and 
action over prolonged 
are desirable. The problem 
procuring such preparations has 
with 
results. One field which 
long and uniform action would 
desirable the suppression 
appetite the treatment obesity. 
}reed and his colleagues San 
California (Ann. Int. 
44: 1186, 1956) have investi- 
gated new approach sustained 
release appetite suppressive 
vitro experiments showed 
that combination ampheta- 
mine phosphate and cation-ex- 
change resin (Biphetamine) disso- 
ciates acid medium the 
type gastric juice uniform 
and predictable manner, dissocia- 
tion being complete about 60% 
cases within six hours. Animal 
studies suggested similar vivo 
dissociation, 

Clinical trials were made upon 
human subjects, given one capsule 
daily containing dose ampheta- 
mine mg., 12.5 mg. and 
mg. With 12.5 mg. dose, out 
patients reported moderate 
excellent depression appetite. 
With out 104 patients 
reported moderate excellent re- 
sults. About 80% the patients 
with positive response reported 
that the effect persisted for 10-14 
hours. The loss weight patients 
receiving the complex ampheta- 
mine and resin was compared with 
that patients given amphetamine 
ordinary tablet form divided 
doses. Here again, results were 
favour the amphetamine-resin 
complex. The latter also produced 
fewer side-reactions. 


ACTION SALICYLATES 


new contribution the 


triguing problem the action 
salicylates has been made Dr. 
Reid the Scottish Medical Jour- 
nal (2: 91, 1957). has been re- 
peatedly observed that administra- 
tion full doses salicylates 
results rise urinary nitrogen 
and the development res- 


piratory alkalosis. The regularity 
with which these two manifesta- 
tions take place has led the author 
suspect cause-and-effect rela- 
tionship between them. Using the 
rabbit experimental animal, 
observed increase oxygen 
consumption which was roughly 
proportional the dose sali- 
cylate given. Although carbon di- 
oxide output increased, did not 
keep pace with oxygen consump- 
tion, shown drop the 
respiratory quotient. 

Salicylates have already been 
proved increase oxygen uptake 
tissue slices. That they may have 
stimulating action cellular 
metabolism may derived from 
the fact that high concentration led 
death the experimental ani- 
creased cellular metabolism lead- 
ing increased demand for 
oxygen may the cause the 
raised respiratory rate. However, 
carbon dioxide production does 
not follow suit, respiratory alka- 
losis develops. The antipyretic ef- 
fect salicylates explained 
the basis the profuse perspira- 
tion associated with their adminis- 
tration. Should there any inter- 
ference with this perspiration, 
severe not fatal complications 
may result. The author wonders 
whether cerebral rheumatism not 
simply form salicylate over- 
dosage and toxicity. 


NEW CHLORPROMAZINE 
DERIVATIVE 


group French workers have 
recently reported the properties 
new phenothiazine compound 
somewhat akin promethazine 
and chlorpromazine (Presse méd., 
64: 2011, 1956). This chemical has 
been prepared the 
Poulenc Laboratories, and comes 
under the name 7044 RP. has 
been tried group mental 
patients including maniacs, agi- 
pressed patients. 
The results have been least 
equal those obtained with chlor- 
promazine, and certain instances 
much superior. The dosage used 
was smaller than that chlorpro- 
mazine which would have been re- 
quired produce similar results. 
The minor side-effects included 
sleepiness, urinary incontinence and 
orthostatic hypotension. has also 


been used with encouraging results 
(Continued page 48) 
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the management intractable 

erpes zoster, tabes and metastatic 
lesions. One case drug addiction 
and one alcoholism have respon- 
ded very favourably. The drug can 
intramuscular 
jections. When treatment ambu- 
latory patients contemplated, 
frequent small doses are indicated. 


TRICHOMYCIN 


News reported Presse médi- 
cale, 65: 425, 1957, new anti- 
covered Japan and particularly 
effective infestations with Tri- 
chomonas vaginalis and Candida 
albicans. This substance can 
administered orally 
and well tolerated. Even 
heavy infestations the application 
vaginal inserts produces 
within hours. Prescribed 
cases 
either the male the female, 
per usually sufficient clear 
the infection. One the ad- 
vantages this antibiotic that 
has action against the Déder- 
lein bacillus and therefore does not 
upset the normal vaginal flora. 
This substance also has place 
veterinary medicine, said 
even more active against 
Trichomonas the variety en- 
countered cows. 


UNUSUAL COURSE 
PULMONARY CARCINOMA 


interesting case report sup- 
plied Ferguson and Parker 
published the Annals In- 
ternal Medicine, 46: 600, 1957. The 
subject was woman 
who had complained moderate 
during the fifth month her first 
pregnancy. chest x-ray taken six 
weeks before her admission had 
failed reveal any abnormality. 
However, repeat chest x-ray 
ordered view her complaints 
revealed non-specific changes 
both ‘lung fields. With very little 
positive clinical data such 
moderate loss weight and chest 
pains, and with multiple negative 
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laboratory examinations, including 
exploratory thoracotomy 
histological exam- 
ination the sample obtained re- 
vealed the presence alveolar 
cell tumour. The patient went 
steadily downhill, and she died 
months after the onset com- 
plaints. 

This case confirms the opinion 
majority authors that the 
illustrates the rare pathological 
manifestations pleural effusion 
(as was present this case) 
cavitation with such neoplasm. 
The authors suggest the following 
order investigation: (1) sputum 
cytological examination; (2) retro- 
clavian lymph node biopsy; 
exploratory thoracotomy 
monary needle biopsy, depending 
each field. treatment avail- 
able present for this disease anc 
even palliative measures are very 
limited their scope. 


HYDROXYZINE (ATARAX) 
THERAPY 


recent adjunct the tranquil- 
lizing drugs hydroxyzine Atarax), 
originally synthesized Belgium. 
This compound, which chloro- 
benzhydryl derivative di-ethy- 
lenediamine dihydrochloride, has 
central but not hypnotic action. 
was reported 1956 (J.A.M.A., 
161: 604, 1956) relieve tension 
out 159 patients suffering 
from various types skin rash 
which emotional stress was prob- 
ably causative factor. 
New York (Antibiotic Med. Clin. 
Therap., 25, 1957) now reports 
study its use doses 10-25 
mg. two four times day for 
treatment ambulatory patients 
with such symptoms 
ness, anxiety, and various tension 
states, together with few cases 
hypertension and various psycho- 
somatic complaints. all the 
cases tension and anxiety, 
claimed that hydroxyzine 10-25 
mg. doses adequately controlled 
symptoms. was continued this 
level for from three six weeks, 
and the dose was gradually reduced 
discontinued when 
symptoms disappeared. lowered 
blood pressure where there were 
organic signs hypertension. 
All patients tolerated the drug very 
well, and serious side-effects 


were observed. 


ith only 
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ee 
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the following extracts from 
reviews show. 


complete, this will 
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tious Work its kind ever 


Sir Zachary Cope the 
British Medical Journal 
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operative 

British Journal Surgery 
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NEW LONG-ACTING 
INSULIN 


genic substance with acid reaction; 
methylation may block the acid 
groups that the albumin 
behaves basic protein. The 
latter can then bound the 
acid insulin, thus forming insulin 
preparation slightly soluble 
This has been done Denmark, 
and Skensved (Danish med. bull., 
18, 1957) reports clinical trials 
zinc methyl albumin insulin 
ary, adults were tested intrader- 
mally for antigenicity; case 
was skin reaction produced 
patients, the results obtained with 
ZMAI were classified follows: 
excellent five cases, good six 
and fair four. five the prepara- 
tion was adequate and two gave 
poor results. The duration the 
insulin effect averaged 21-24 hours. 
When one daily injection ZMAI 
was given a.m., the maximum 
effect was found between p.m. 
and midnight. There were slight 
insulin reactions three cases. 
allergic reactions were observed. 
Out patients tested with 
ZMAI, were discharged from 
hospital the preparation. One 
The other are still being con- 
trolled ZMAI more than two 
after the end the present 


MASKED MALIGNANCY 
STOMACH 


surgical opinion expressed 
“Masked Malignancy the Stom- 
ach” Gastroenterology, 32: 415, 
1957. Under this heading 
authors include those lesions which 
recur after initial healing whose 
healing may slow, together with 
those which may lie high 
the lesser curvature that operation 
will carry greater risk life than 
usual permanent unpleasant 
their series 134 pa- 
tients operated upon for lesion 
that had not been clearly defined 
malignant the basis 
preoperative investigation, 20% 
proved have malignant disease. 
The importance this statement 
lies the fact that malig- 

nancies found operation but 
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unsuspected previously, had con- 
siderably better prognosis than 
those diagnosed preoperatively. 
the opinion the authors, the 
physician who advises 
treatment for gastric ulcer bears 
heavy responsibility. Although they 
will not subscribe the view that 
all gastric ulcers should 
sected, the authors nevertheless 
claim that except for small and 
apparently benign peptic ulcers 
which may submitted medi- 
cal treatment for few weeks, 
most the others should re- 
sected. 


ANTIBIOTIC RESISTANCE 


Hinton and Orr Kingston, 
Ontario, have confirmed the postu- 
late that direct relationship exists 
between the resistance rate and 
the antibiotic current favour, 
reviewing the material hand 
the Kingston Generai Hospital 
the last three years. Their work 
dealt with incidence and 
distribution antibiotic-resistant 
staphylococci. Although signifi- 
cant difference the rate 
absolute carriers could found 
between the hospital personnel and 
the general population, there was 
considerably higher proportion 
resistant strains isolated from 
hospital carriers than the 
carriers among the population 
large. certain correlation was 
obtained comparing the total 
amount antibiotic different 
kinds used each year and the num- 
ber strains staphylococci re- 
sistant each these particular 
antibiotics. For this problem, they 
recommend measures for the pre- 
vention cross-infection pa- 
tients through operating- 
room technique and dressings, and 
greater discretion the use 
antibiotics, particularly 
Lab. Clin. Med., 
49: 566, 1957. 


DIFFERENTIAL DIAGNOSIS 
THE PAIN 
CORONARY HEART 
DISEASE 


According (Ann. 


Int. Med., 46: 247, 1957) the three 


most common clinical manifesta- 
tions coronary heart disease are, 
their order frequency, angina 


pectoris, acute myocardial infarc- 
tion and acute coronary failure. 
Each these conditions charac- 
terized pain the chest due 
anoxia one more areas the 
myocardium. The pain similar 
location all three, and the 
syndromes are distinguished from 
one another chiefly the length 
time the distress persists and 
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whether the anoxia suffic- 
ient severity and duration result 
the death myocardial tissue. 
Pain the chest may also 
caused many other conditions. 
most these the clinical history 
clearly indicates 
source. some, however, the dis- 
comfort strongly suggests 
ial 
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restoration normal function both terms stool con- 
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most the noncardiac condi- 
which cause pain the chest, 
the clinical history clearly indicates 
the source the symptoms. How- 
ever, the precordial discomfort 
asthenia and anxi- 
states often interpreted er- 
which produce pain 
suggestive coronary heart 


disease. hiatus hernia, 
cardiospasm spasm the ceso- 
phagus, and osteoarthritis the 
upper dorsal spine may cause dis- 
tress similar location that 
angina pectoris. The pain these 
conditions usually can differen- 
tiated from that angina pectoris 
the basis differences pre- 
cipitating factors, duration, and the 


FREQUENTLY PREFERRED IN: 


Atonic Constipation 


Chronic Functional Constipation 


Geriatrics 
Pre- and Post-Surgery 


measures which give relief. the 
anterior chest wall syndrome, per- 
iodic exacerbations pain are 
common and may 
attributed angina pectoris 
repeated episodes acute coron- 
ary failure. Distinguishing features 
include lack relationship 
walking, failure respond nitro- 
glycerin, and the absence elec- 
trocardiographic changes during 
the paroxysms. The pain massive 
pulmonary embolism, 
pathic pericarditis, dissecting an- 
eurysm the aorta, spontaneous 
mediastinal emphysema, and spon- 
taneous rupture the cesophagus 
may closely simulate that acute 
myocardial infarction. Errors 
diagnosis can avoided de- 
tailed analysis the symptoms 
and thorough examination, includ- 
ing electrocardiographic and roent- 
genological study. 


_ 


ADRENALECTOMY FOR 
METASTATIC BREAST 
CARCINOMA 


Galante and his colleagues from 
San Francisco (J.A.M.A., 163: 1011, 
1957) performed bilateral adrenal- 
ectomy and oophorectomy 
cases advanced metastatic breast 
carcinoma, with operative mor- 
tality 5%. Adrenal replacement 
therapy was simplified both dur- 
ing and after operation use 
hydrocortisone 
given intramuscularly, 100 mg. 
dose the time incision, mg. 
four hours after the first dose, and 
mg. six-hourly afterwards the 
day operation. Next day was 
given mg. doses eight-hourly 
and the second postoperative 
day mg. doses six-hourly. 
After this, steroid replacement was 
cortisone acetate desoxycor- 
ticosterone acetate. Only 38.7% 
patients showed objective improve- 
ment, though 57.3% claimed sub- 


jective improvement. 


SIGNIFICANCE 
NONBACTERIAL 
THROMBOTIC 
ENDOCARDITIS 


MacDonald and Robbins (Ann. 
Int. Med., 46: 255, 1957) call atten- 
tion the relatively unappreciated 
fact that nonbacterial thrombotic 
endocarditis has clinical well 
pathological significance. 

(Continued page 54) 
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There evidence that, certain 
number cases, emboli may arise 
from the valvular vegetations and 
cause antemortem infarction or- 
gans. These infarctions some 
cases contribute death, and may 
rare instances the sole cause 
death. 

They made autopsy and clini- 
cal study cases nonbacter- 
ial thrombotic endocarditis. 
cases emboli were found which 
were considered have arisen 
from the valvular vegetations and 
have caused contributed 
the patient’s death. Thrombi form 


from blood within the cardiac 
chambers upon nonspecific areas 
focal fibrocollagenous degeneration 
valves. When embolization oc- 
result portion adherent 
thrombus breaking off into the cir- 


‘culation. The most commonly as- 


sociated diseases this series were 
cancer, heart failure, and vascular 
thromboses. 

This condition must 
ferentiated from 
endocarditis, subacute bacterial 
endocarditis, active rheumatic en- 
docarditis, verrucous en- 
docarditis, and 
endocarditis. Although, most 
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cases, the recognition this con- 
dition and its differentiation from 
those noted above are academic, 
the writers feel that there im- 
portant therapeutic connotation 
connection with clinical recogni- 
tion this condition, because 
the importance differentiating 
embolic cerebral vascular disease 
based this background, 
and thrombosis. 


BCG VACCINATION 
Professor Wallgren the 


atric clinic the Karolinska 
pital, Stockholm, briefly sums 
views the present and future 
BCG vaccination, basing his state- 
(Schweiz. med. Wchnschr., 87: 22° 
1957). begins stating tha: 
leads raised specific 
against tuberculosis. the end 
the BCG incubation period, the vac 
cination will prevent rule such 
consequences virulent primary 
infection clinical primary tuber- 
culosis, meningitis, miliary tuber- 
with high moderate tubercu- 
losis morbidity rate, mass BCG 
vaccination should carried out, 
countries with very low tubercu- 
losis incidence and high natural re- 
sistance the population vaccina- 
tion scarcely necessary. Selected 
tuberculin-negative individuals 
groups people particularly ex- 
posed infection should always 
receive BCG vaccination without 
regard the possibility com- 
plications. 


NAPT COMMONWEALTH 
CHEST CONFERENCE 


The National Association for the 
Prevention Tuberculosis has an- 
nounced the provisional program 
for the Commonwealth Chest Con- 
July 1-4, 1958, conjunction with 
the annual meeting the British 
Tuberculosis Association. 

The conference open all in- 
terested preventive medicine, in- 
cluding the medical and nursing 
professions, research workers, com- 
mercial and industrial executives, 
social workers, health administra- 
tors, members local authorities 
and regional hospital boards. 

The subjects the conference 
will include: The world antituber- 
culosis campaign—is succeeding?; 

(Continued page 57) 
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Ambulatory manage- 
nent the tuberculosis patient; 
and leprosy; Thoracic 
respiratory tuberculosis; 
and the psychiatrist; 
ung cancer: prevention and treat- 
nent; The family and the patient 
vith chest disease: how best can 
help them help themselves?; 
diseases miners; Tubercu- 
medical and social services 
3ritish Overseas Territories. 

For registration forms and fur- 
details please write the 
Secretary-General, NAPT, Tavis- 
tock House 
Square, London, 


MICHIGAN CONFERENCE 
AGING 


“Free time: challenge for later 
maturity” will the theme the 
10th anniversary Conference 
Aging the University 
gan June The conference 
variety professional and public 
groups and will concerned pri- 
marily with means which in- 


creased leisure time can used 


persons middle age and older 
promote good health, personal 
satisfaction and social usefulness. 


series addresses the open- 


ing session Monday, June 24, 


will followed that afternoon 
symposia “The good use lei- 
sure time’. Tuesday morning 


there will general address and 
workshops “Planning programs 
retirement conditioning”. That 


afternoon symposia “Insuring 


the good use leisure time 
older people” will held, with 
different groups discussing the role 
the whole community, the retire- 
ment village, institutions, 


which reports from the various 
workshops retirement condition- 
ing will discussed. 

Tuesday night and the confer- 

ence’s traditional closing breakfast 
Wednesday morning, June 26, 
will devoted series re- 
ports the latest research develop- 
ments several fields related 
aging. 
Further information may ob- 
tained writing The University 
Michigan, Department Geron- 
tology, Rackham Building, Ann 
Arbor, Mich. 


the fam- 
ily, and living alone. This will 
followed general meeting 


23rd ANNUAL MEETING, 
AMERICAN COLLEGE 
CHEST PHYSICIANS 


The 23rd Annual Meeting the 
American College Chest Physi- 
cians will held the Hotel 
Commodore, New York City, May 
29-June 1957. The scientific pro- 
include prominent 
speakers all aspects heart and 
lung diseases. addition for- 
mal presentations, there will 
number symposia, round table 
luncheon discussions, seminars, and 
motion pictures. 

The Fireside Conferences, which 
were inaugurated the annual 
meeting the College 1955, 
have become more and more popu- 


lar and will repeated. this 
session, more than experts will 
present lead the discussions 
many subjects current in- 
terest the specialty diseases 
the chest. 

Examinations for Fellowship 
the College will held Thurs- 
day, May 30. Saturday evening, 
June more than 150 physicians 
will receive their certificates 
Fellowship the annual Convoca- 
tion, which will precede the Presi- 
dents’ Banquet. 

Copies the program may 
obtained writing the Execu- 
tive Offices, American College 
Chest Physicians, 112 East Chest- 
nut Street, Chicago 11, 

(Continued page 58) 
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PSYCHIATRIC RESIDENCIES 
WASHINGTON 


ments are available Saint Eliza- 
beth’s Hospital, Washington, D.C., 
graduates Canadian medical 
schools approved the American 
Medical Association. Such gradu- 
ates must have served intern- 
ship, either Canada the 
United States, that has been ap- 
proved the American Medical 
Association. Appointments may 
made other than American citi- 
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completion the residency are 
generally available. For full infor- 
mation and application forms, 
write the Superintendent, Dr. 
Overholser, Saint Elizabeth’s 
Hospital, Washington 20, D.C. 


POSTGRADUATE ASSEMBLY 
ENDOCRINOLOGY AND 
METABOLISM 


The ninth postgraduate assembly 
endocrinology and metabolism 
will take place the Medical Col- 
lege Georgia, Augusta, Georgia, 
October 21-25, 1957. There will 
vestigators endocrinology and 
metabolism from various parts 
the U.S.A. The program will cover 
the various endocrine 
with emphasis clinical aspects, 
demonstration 
presentation cases, and question 
and answer panel discussions. The 
course designed specifically for 
the general practitioner 
those other specialties who wish 
have general knowledge 
metabolism. 
has been approved 
American Academy General 
Practice for credit 
Category Further information 
from Dr. Robert Greenblatt, 
Department Endocrinology, 
Medical College Georgia, 
Augusta, Georgia, U.S.A. 


LISTERIOSIS KILLER 


Towards the end 1955 and 
the early months 1956 the path- 
ologists large institute Leip- 
zig, Germany, observed unusu- 
ally high number cases en- 
cephalitis autopsy. The etiology 
was obscure until one day case 
purulent encephalitis with exclu- 
sive localization changes the 
pons and medulla yielded pure 
culture Listeria monocytogenes 
from the brain. Whether 
the previous cases were also cases 
fatal listeriosis remains doubtful, 
but after this time additional 
cases fatal infection the 
central nervous system adults, 
with demonstration 
were discovered. There were seven 
women and four men the series, 
with average age years. all 
cases the patient became suddenly 
ill with headache backache 
and vomiting. There was abrupt 
transition signs involvement 
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cases. This condition led 
death two three days. Bac- 
teriologically, Listeria was quite 
casy culture; the commonest 
Listeria found was type 
though type IVB was en- 
one case and type 
two. Mode transmission the 
remains mystery.—H. Eck, 
med. Wchnschr., 87: 210, 


HUGHLINGS JACKSON 
MEMORIAL LECTURE 


The annual Hughlings Jackson 
\femorial Lectureship will held 
year Wednesday, May 15, 
1957, p.m. the Amphitheatre 
the Montreal Neurological In- 
stitute, 3801 University 

The speaker will Dr. Herbert 
Gasser, Rockefeller Institute 
Medical Research, New York; the 
title his lecture will “The 
properties unmedullated nerve 
fibres with afferent function”. 


CANADIAN ASSOCIATION 
RADIOLOGISTS 


the 20th Annual Meeting 
the 
Radiologists, held Montreal 
January, the 
were elected for the year 1957: 
President, Dr. Bouchard; 
Vice-President, Dr. McGee; 
Honorary Secretary-Treasurer, Dr. 
Guillaume Gill; Associate Honor- 
ary Secretary-Treasurer, Dr. Robert 
Fraser. 


LEDERLE MEDICAL 
FACULTY AWARDS 


statement principles govern- 
ing the granting Lederle Medi- 
cal Faculty Awards promising 
teachers and investigators the 
pre-clinical sciences, together with 
form for nomination candi- 
dates, has been mailed deans 
and heads departments pre- 
clinical sciences all medical 
schools the U.S.A. and Canada. 
The purpose the program 


assist able men and women who are. 


working and contemplating further 
careers the pre-clinical depart- 
ments medical schools. The pro- 
gram will provide financial aid for 
limited period support those 
who have demonstrated capacity 
both teachers and investiga- 
tors departments anatomy, 


biochemistry, microbiology, path- 
ology, pharmacology 
ogy, help accelerate their de- 
velopment and encourage them 
remain these disciplines. The 
awards are designed for persons 
who have progressed beyond the 
stage now encompassed post- 
doctorate fellowships. 

The awards will administered 
committee 
sciences drawn medical 
throughout 
Awards are made directly des- 


ignated medical school for term 
not exceeding three years. Nomin- 
ations for Lederle Medical Faculty 
Awards should submitted the 
committee through the office the 
dean the relevant medical school 
and endorsed him. For the aca- 
demic year 1958-59 nominations 
should submitted October 
31, 1957. Awards will announced 
about February 1958. Fur- 
ther information 
Medical Faculty Awards, Office 
the Secretary, Pearl River, New 
York, U.S.A. 


THEY HAVE 


SHARP 


BARD-PARKER RIB-BACK 


DETACHABLE SURGICAL BLADES 


must ‘survive’ rigid series progressive 
scientific tests qualify suitable for 
surgical use. Those that ‘pass’ are surgi- 


cally perfect and uniformly sharp through- 
out their entire cutting edge. They will re- 


main sharp and useful for longer periods 


important factor economy when 
yearly volume purchases considered. 


Specify RACK-PACK® packages 
ordering gross and half gross quan- 
tities eliminating unwrapping 
—handling—racking individual 
blades. time and labor saver for 
the O.R. personnel, 


Ask your dealer 


BARD-PARKER COMPANY, INC, 


Danbury 


Connecticut, U.S.A, 
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Acute 
inflammation 


Note spread suppuration throughout 
the tissues and marked swelling from 
surrounding edema. 


Note regression edema, swelling and 


acute inflammation after starting 
Chymar therapy. 


hymar 


the newest and SAFEST 
anti-inflammatory agent 
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hymar 


What is... 


Chymar suspension the 
proteolytic enzyme chymotrypsin oil, 
for intramuscular use. 


What does... 


Chymar reduces and prevents inflammation 
irrespective cause; reduces and prevents 
edema inflammatory and 

traumatic origin; reduces pain; hastens 
absorption blood and lymph effusions; 
restores circulation; promotes healing. 


Why CHYMAR safe... 


causes undesirable local 

systemic reactions; has known 
contraindications—no known 

incompatibilities; has influence 
blood clotting mechanism; does not 
spread infection, but augments the action 

concurrently used antibiotics. 


and 
Therapeutic 


Chymar indicated all conditions 

which inflammation and edema 

retard healing. Accidental injuries: 

Black eyes, bruises, hematomas, wounds, 
burns, sprains, fractures, bursitis. 

Surgery: Biopsies, cellulitis, hernia repair, 
hemorrhoidectomies, surgery 

(to prevent edema and hematomas 

site anastomosis), mammectomies, 
orchitis, epididymitis, prostatitis, phlebitis, 
thrombophlebitis, skin ulcers (as 

adjunct Tryptar Antibiotic Ointment). 
Obstetrics: Breast engorgement 
(postpartum), cephalohematoma, 
episiotomies. Eye Diseases: Inflammation, 
trauma, edema, hematomas (blood 


chamber), pre- and postsurgically. 


Supply: vials. Each contains 5000 units 
proteolytic activity. 


THE ARMOUR LABORATORIES 
DIVISION ARMOUR AND COMPANY 
Canada: LAURENTIAN AGENCIES, LTD. 
429 St. Jean Baptiste Street, Montreal Quebec, Canada 
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